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Preface

The United States has been at war for over a decade. As is inevitable, war imposes
costs upon nations, not least of which is the cost to the nation’s servicemembers.
Although, comparatively speaking, the U.S. Air Force has suffered few casualties
(Fischer, 2010), many airmen were injured in hostile or combat-related incidents. The Air
Force wanted to understand the well-being of its members who were injured in combat,
including their quality of life and the challenges that will confront them over the long
term following separation or retirement. It was also interested in gauging the quality of
support given to its veterans. The Air Force turned to RAND’s Project AIR FORCE for
help in assessing these areas of concern and requested an approach that would provide a
foundation for a longitudinal exploration of the reintegration of its wounded warriors,
with the ultimate goal being an ability to conduct such a longitudinal exploration. This
report describes that baseline research effort.

The research reported here was commissioned by the Assistant Secretary of the Air
Force for Manpower and Reserve Affairs (SAF/MR); the Director, Air Force Directorate
of Services (AF/A1S); and the Air Force Surgeon General (AF/SG). The analysis was
conducted within the Manpower, Personnel, and Training Program of RAND Project AIR
FORCE as part of a fiscal year 2010-2012 project, “Tracking the Effectiveness of
Warrior and Survivor Care.” This report should interest those concerned with the status
of the Air Force’s wounded warriors and the quality of support they are receiving.

RAND Project AIR FORCE

RAND Project AIR FORCE (PAF), a division of the RAND Corporation, is the U.S.
Air Force’s federally funded research and development center for studies and analyses.
PAF provides the Air Force with independent analyses of policy alternatives affecting the
development, employment, combat readiness, and support of current and future air,
space, and cyber forces. Research is performed in four programs: Force Modernization
and Employment; Manpower, Personnel, and Training; Resource Management; and
Strategy and Doctrine. The research reported here was prepared under contract FA7014-
06-C-0001.

Additional information about PAF is available at:

http://www.rand.org/paf/
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Summary

The United States has been fighting wars in Iraq and then Afghanistan for well over a
decade. Those conflicts have exacted a toll, not only in treasure and blood but also on
servicemembers who have returned from the battlefield with physical and mental injuries
and illnesses. Some remain on active duty, some move into the reserves, and others leave
the service and seek civilian employment. However, all face a range of challenges, from
reestablishing patterns of everyday interactions with their families to finding a job. Many
must also cope with injuries and the treatment for those wounds. They must seek mental
health services in some cases or navigate the complex array of the programs and systems
of care available to veterans. The military services and the Department of Veterans
Affairs have aggressively developed programs to help servicemembers reintegrate, with
particular interest in mitigating the difficulties of reintegration for servicemembers with
mental wounds. The U.S. Air Force wanted to gain greater insight into the well-being of
its members who have sustained mental or physical injuries in combat or combat-related
situations, with an eye toward improving services provided and enabling wounded airmen
to become fully functioning members of society, and taking advantage of ongoing
research into how best to do so. Areas of interest include their quality of life and the
challenges that will impede their reintegration following separation or retirement. To
begin the process of gaining this insight, the Air Force asked RAND’s Project AIR
FORCE for assistance in gauging the current status of the Air Force’s wounded warriors,
including their use of and satisfaction with Air Force programs designed to serve them.
This report presents the baseline findings from the longitudinal analysis undertaken to
understand these ongoing issues.

How We Went About the Analysis

Understanding the quality of life and challenges facing wounded warriors is a
multifaceted task. We reviewed the history of physical, psychological, personal, and
social adjustment difficulties experienced by veterans of previous wars, which
emphasized the need to examine reintegration from a holistic perspective. Within the
broad categories of difficulties discussed in the literature, we focused on four primary
domains: mental health, unemployment, homelessness, and interpersonal relationships.
Each domain is a potential target of interventions and policies that the Air Force could
implement. By focusing on these domains, we present a relatively comprehensive picture
of the reintegration of returning wounded warriors and help answer the Institute of
Medicine’s (2010) call for a more complex and holistic examination of reintegration.
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To assess these domains throughout the process of reintegration, we fielded a survey
to serve as the baseline assessment in a longitudinal analysis of the lives of airmen who
sustained mental or physical wounds in combat or combat-related situations. According
to the Air Force’s administrative data, the majority of airmen in the sampling frame (74
percent) had received a diagnosis of post-traumatic stress disorder (PTSD). Thus, mental
health was identified as a key reintegration challenge for the airmen in our sample before
the survey’s development. Guided by the literature, we included validated measures for
assessing the presence of various psychological disorders, barriers to employment and job
satisfaction, indicators of housing instability, and some established measures of other
domains. The survey also asked respondents to evaluate the care and service they have
received from the Air Force, specifically the Air Force Wounded Warrior (AFW2)
program and the Air Force Recovery Care Coordinator (AFRCC) program. The AFW2
program coordinates services other than medical care for airmen injured in combat or
activities related to combat (this may include deployment-related training). The AFRCC
program employs Recovery Care Coordinators whose purpose is to ensure recovering
airmen and families understand the likely recovery path, oversee the development and
implementation of airmen’s Comprehensive Recovery Plans, work with Medical Care
Case Managers, and advocate for airmen. We fielded this survey in the fall of 2011 to the
enrollees in the Air Force Wounded Warriors Program who were receiving benefits or
undergoing evaluation to receive benefits. This approach enabled us to reach our target
population: Airmen who have typically suffered injuries in combat or related situations
that had either caused them to retire or were considered likely to cause them to retire or
separate from the military." Thus, our holistic approach is applied to a highly selected and
unique population of airmen who have been identified as having injuries and illnesses
that are related to combat and who are particularly vulnerable to suffering long-term
effects from their wounds.

Using the AFW?2 enrollee census enabled us to identify reliable locations of retirees,
whose current contact information would otherwise not be contained in Air Force
personnel files. This approach enabled us to incorporate former airmen who otherwise
might be difficult to contact. Of the 872 airmen who were invited to participate, 493
started the survey; the majority of these, 459 (for an overall response rate of 53 percent),
completed it either over the web or by phone. These airmen largely resembled the
broader population of wounded retirees and active-duty airmen enrolled in AFW2, with
some minor differences in that they were slightly more likely to have a college degree,
were about a year older, and had spent about a year longer on active duty. The majority

Note that some do in fact remain in service rather than separating or retiring.
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of respondents, like the population itself, were retired, male, and white; and most were
former enlisted servicemembers.

Results in Brief

Our results show that airmen in our sample are indeed experiencing challenges in a
number of different domains. Our results, which parallel those of the Air Force, show a
high proportion of airmen screening positive for current PTSD (roughly 78 percent) and
current major depressive disorder (MDD) (roughly 75 percent), with 69 percent screening
positive for both. We also find somewhat elevated rates of reported substance use over
the past year relative to the U.S. adult general population and low levels of current self-
rated physical heath relative to a civilian sample of adults with physical and mental
chronic illnesses. Although the current sample reported very high rates of mental health
treatment within the past year for those who screened positive for current PTSD or
current MDD (90 percent), within that same time frame about half indicated there was at
least one instance when they desired mental health treatment but did not receive it. A
one-year time frame is broad. However, given the identified need for mental health
services among this population and the efforts that have been undertaken to better address
servicemembers’ mental health needs, failure to receive treatment when desired remains a
pertinent issue.

Reported barriers to receiving mental health care reveal ongoing concerns regarding
confidentiality and stigma, though the current data do not link these concerns to a
particular treatment setting (i.e., civilian, medical treatment facility, or Veterans Affairs).
Other concerns regarding the quality of available treatment are also evident and included
the belief that available mental health treatments are not very good and concerns about
the side effects of psychotropic medication. A reported preference for civilian providers
is potentially troubling because of findings that civilian mental health care is not likely to
be driven by an evidence base (e.g., Institute of Medicine, 2006; President’s New
Freedom Commission on Mental Health, 2003).

Survey responses also suggested potential deficits in social support among airmen.
Airmen were asked to identify the nature of their relationship to the one individual “who
most often helps you deal with problems that come up,” i.e., their “primary supporter.”
Nearly one-half of respondents selected their spouse or domestic partner as their primary
supporter. Minorities of respondents (i.e., less than 10 percent) named a friend, parent or
parent-in-law, other relative, or boyfriend or girlfriend as their primary supporter. Just
over one-quarter of respondents indicated that they did not have a primary supporter, i.e.,
they did not share their problems with anyone. Not having an identified primary
supporter may be because of a dearth of social support resources or personal choice not to
share problems. Hence, the proportion reporting this status may or may not consider it a
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problem that they do not have someone with whom to share. Nonetheless, it may be
considered an indicator of potential risk in terms of availability of social support
resources.

Findings in other domains also reveal vulnerabilities. Although a comparatively low
proportion of airmen reported falling below the U.S. Department of Health and Human
Services’ poverty guidelines, about 10 percent could be considered as living in poverty.
Similarly, close to 15 percent would be considered unemployed based on the U.S. Bureau
of Labor Statistics’ oft-reported U3 measure of unemployment. High unemployment rates
are common in the current economic situation, but these rates may represent a particular
concern for our population. Moreover, some of the perceived barriers to employment
suggest interventions in the form of skills training and provision of jobs information
would be beneficial. For example, some respondents felt concern regarding their
qualifications, in particular that their deployments put them behind their civilian
counterparts (42 percent) or a general lack of confidence (42 percent).

Housing instability represents another potential area of concern, with almost 10
percent of the entire sample indicating that their first experience with potential
homelessness occurred after their return from their most recent deployment. Further
analysis showed that relatively few airmen were homeless; that said, given the well-
known troubles of past generations of veterans, this domain warrants continued attention.

Across the domains examined, Reserve and Guard members evidenced heightened
challenges. They indicated more severe symptoms of mental health disorders and
subsequently met screening criteria for mental health diagnoses at a higher rate than
active component airmen still on active duty. Within the domain of employment, Reserve
and Guard personnel who indicated that they were employed at least part time also
indicated that their productivity was lower than did our other duty status groups.

Finally, we also asked questions regarding use of and satisfaction with two Air Force
programs available to help these airmen. High numbers of respondents indicated that they
were receiving services, particularly from the AFW2 program. This is a positive finding
because our population consisted of enrollees in that program. Respondents also reported
overall satisfaction with the program. Although eligibility requirements dictated that a
smaller proportion of our population would be covered by the AFRCC program, airmen
who reported receipt of AFRCC services received a variety of them and were very
satisfied with the program. For both programs, the nature of services provided can be
characterized as a form of social support.

Policy Recommendations and Conclusions

We focus our recommendations on two domains: mental health and employment. We
do so because the problems in these domains were notably elevated and amenable to
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intervention. We also focus on areas where Air Force case managers could take action.
Finally, concerns in these areas, if mitigated, would be expected to have a positive
influence on problems in other domains.’

Mental Health Recommendations

Our recommendations in the mental health domain are designed to deal with the
reported barriers to accessing mental health services. To overcome these barriers to
treatment, we recommend that the Air Force (and other related systems of care) take the
following actions to increase airmen’s receipt of high-quality mental health treatment:

e Inform airmen about the quality of care available to them.

— Collect and publicize data on the quality of care that is implemented.

— Educate airmen on the questions to ask prospective mental health care
providers to improve their chances of getting high-quality treatment.

— Inform airmen on the options for psychotropic medications and alternatives to
them.

e Emphasize and enhance confidential treatment options.

— Promote available confidential nonmedical counseling options for airmen who
would otherwise forgo mental health treatment.
— Place mental health care providers in primary care clinics.

Employment Recommendations

The employment literature suggests that attention to individual skill sets and their
presentation on resumes and in interviews, as well as individual preferences, pay
dividends in the forms of employment, lasting employment, and satisfaction (Drake,
Bond, and Becker, 2012; Resnick, Rosenheck, and Drebing, 2006; Wanberg, 2012). Our
recommendations capitalize on both this finding and the existence of the many
employment aid offerings already provided for wounded, ill, and injured warriors (GAO,
2012, noted 19 different programs in FY 2010). We do not recommend additional
programs but rather suggest that the employment assistance to airmen should focus on
individual skill sets and their translation to new contexts.

To help those who are unemployed, we recommend the following actions:

e Offer employment assistance that focuses on individual skill sets and their
transition to new contexts; continue existing programs that have this individual
focus.

e Identify and continue to treat mental health disorders.

? For example, improving employment outcomes would likely promote housing stability.
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Our findings regarding the multidomain challenges experienced by Reserve and
Guard servicemembers in our sample in tandem with the larger literature indicate the
Reserve and Guard may be more vulnerable to various issues. These include experiencing
heightened PTSD symptoms postdeployment (e.g., Schell and Marshall, 2008; Wells et
al., 2011) and suggest continued attention to the needs of the reserve components will be
necessary to make sure the care they receive meets their needs. The process of recovery
and reintegration is likely to be lengthy, particularly for those with injuries and illnesses.
A long-term approach is needed to parse the effectiveness of the many interventions and
conditions that affect it. Thus, we suggest ongoing program evaluation. Many studies
have examined various aspects of the reintegration problem, but much remains to be
done. Moreover, because no one study can encompass the complexities of real life, it is
appropriate to take advantage of quality research from multiple avenues. The Air Force,
by means of this research project and others, is starting to compile the information it
needs to understand the process of recovery and reintegration. Our data are cross-
sectional. We therefore present a snapshot of wounded airmen’s well-being on a holistic
set of indicators. Our findings reveal that enrollees in the AFW2 program are facing a
variety of reintegration challenges. These are likely to remain pressing. The Air Force
and society at large must continue to provide support through this process. In a time of
declining resources, research can help determine the most effective means to do so.
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1. Introduction

Comparatively speaking, the United States Air Force has suffered few casualties over
more than a decade of war (Fischer, 2010). However, many airmen were injured in
hostile or combat-related incidents. The Air Force wanted to understand the well-being of
its members, current and former, who have sustained combat injuries. It wanted to get a
sense of their quality of life and the challenges that impede their reintegration into society
over the long term. The Air Force turned to RAND’s Project AIR FORCE for help in
assessing these areas of concern and requested an analysis that would provide a
foundation for a longitudinal exploration of the reintegration of their wounded warriors.

Project Objectives

When this project originated, its goals included seeking a broad perspective on the
numerous challenges that accompany reintegration. The contingency operations of the
last decade differed from those of the past. Specifically, they depended heavily on the
Reserve and Guard and saw an increase in the number, duration, and pace of deployments
(Institute of Medicine [IOM], 2010). They have also lasted longer than any U.S. military
operation. The warfare differs as well, with a more consistent focus on counterinsurgency
and, in some cases, services such as the Navy and Air Force being employed in ground
roles. Moreover, the advances made by medical science have enabled many to survive
injuries that in previous conflicts would have proven fatal (Tanielian and Jaycox, 2008;
Warden, 2006). The enduring consequences of the Vietnam War suggest that the
challenges the nation currently faces are likely to persist. However, the differences in the
nature of the conflict suggest that the course of reintegration and healing may raise more
or different issues as these veterans reintegrate into society.

Existing research on reintegration has been more broadly focused on the needs of
veterans across the spectrum of combat-related impairment. Although it is recognized
that the psychosocial needs of veterans with combat injuries are greater in number and
magnitude than the needs of those who do not have such injuries, an in-depth and holistic
assessment of the needs of this particular subgroup of veterans has not yet been
conducted. The current project is designed to fill this gap in the literature, using a
longitudinal design. The initial desire for a broad perspective drove a holistic orientation
and opened the door to consideration of numerous domains. Thus, we developed a
notional model to orient and guide us in selection of psychosocial domains to consider
and assess over the longitudinal course of reintegration. This report presents the findings
from the baseline survey. Future work would consider this baseline and improve upon it,



driven by questions sparked by this initial survey as well as by the changing needs of the
Air Force and its wounded warriors.

Analytical Approach

The Air Force has two main programs that serve its wounded warriors: The Air Force
Wounded Warrior (AFW2) program and the Air Force Recovery Care Coordinator
(AFRCC) program. During the study period, the AFW2 coordinated services other than
medical care for airmen injured in combat or activities related to combat (this may
include deployment-related training).' According to Air Force Instruction (AFI) 34-1101
(2012), which codified many of the processes informally in place at the time of study
inception, the program connects recovering airmen and families with resources and
services to solve problems that are nonmedical in nature throughout the continuum of
care (p.18). The AFRCC program employs Recovery Care Coordinators whose purpose
is to ensure recovering airmen and families understand the likely recovery path, to
oversee the development and implementation of airmen’s Comprehensive Recovery
Plans, to work with Medical Care Case Managers, and to advocate for airmen (p. 27).
The AFRCC program serves a more severely injured subset of the combat-injured airmen
who are enrolled in the AFW2 program and airmen whose injuries are not combat
related.

Airmen who were enrollees in the AFW2 program during our study period had
typically suffered injuries such that they had either medically separated or retired from
the military or were seen as likely to do so. Although deployment can have negative
consequences even without grievous psychological or physical injuries, the Air Force
asked Project AIR FORCE to focus on AFW2 enrollees. Given that our population of
interest is those with recognized combat-related injuries severe enough to warrant
consideration for medical retirement, we expect that the prevalence and severity of
psychosocial challenges documented in previous research will be amplified in our sample
compared with those with less severe injuries and illnesses.

Additionally, our sample is specifically restricted to airmen whose experiences may
differ qualitatively from those of other servicemembers, although all are indubitably
subject to trauma. Within the broader context of psychosocial functioning, we consider
the four primary domains of mental health, unemployment, homelessness, and
interpersonal relationships. Each domain is suggested by the literature as important.

! This was initiated in 2005 and known as Air Force Palace HART (Helping Airmen Recover Together); it
was renamed in 2007 as the Air Force Wounded Warrior Program (Grill, 2012). Note that some changes in
the conduct of programs for seriously ill and injured airmen, as well as those with combat-related injuries,
have taken place through 2012, including expansion of eligibility criteria.



Moreover, each is a potential target for interventions and policies that the Air Force could
implement, and we provide information on the evidence base that supports their use. The
domains of mental health and employment are particularly amenable to intervention,
given the relatively robust evidence base upon which to rest recommendations. In
addition, intervening in the areas of mental health and employment may prevent later
negative spillover into other domains, although causality may ultimately be reciprocal.

Based on our purview and the literature documenting some of the challenges
experienced by veterans of the Vietnam War and known concerns of the current conflicts,
we developed a notional model that drove a survey that assessed well-being on a number
of critical indicators. These indicators included psychological health, social support,
housing instability, and perceived financial security. We also included questions to assess
Air Force services used, focusing on the AFW2 program and the AFRCC program. As
the programs were established relatively recently, no formal evaluations of how well they
meet the needs of combat-injured medically separated and retired airmen have been
conducted yet. Program evaluation is critical for both accountability and program
improvement. Specific goals of program evaluation are to determine the array and extent
of the needs of intended program recipients, assess how well the program meets these
needs, and provide guidance for program improvement. Thus, this analysis provides an
independent evaluation and an important resource for the Air Force in determining how
best to meet the needs of Air Force wounded warriors.

Organization of the Report

In Chapter Two, we describe the model we developed and review the literature
documenting challenges that reintegration is likely to entail, taking a holistic perspective
that considers several domains of functioning as described earlier. In Chapter Three, we
provide an overview of our survey procedure and content that are driven by the literature
and our notional model. In Chapter Four, we detail the results of the baseline survey
itself. Finally, in Chapter Five, we describe the conclusions we drew from this baseline
investigation and provide recommendations for the Air Force to consider based on our
findings and the wider literature.






2. Literature Review: A Holistic Approach to Reintegration Is
Necessary

In assessing individuals with reintegration challenges potentially exacerbated by their
injuries, several life domains warrant consideration. A holistic perspective suggests that
the nature of the injury itself is important and that social and work functioning as well as
other stressors, such as housing instability, should be included (see, e.g., Berglass and
Harrell, 2012; IOM, 2010). The purpose of the current project was to lay a foundation for
a longitudinal effort. Thus, we surveyed the literature with the goal of determining what
functional domains should be included in this holistic perspective. We then developed a
notional model that guided our selection of variables for a baseline survey, the results of
which are also presented in this report.

Our notional holistic model is portrayed in Figure 2.1. The variables include health,
particularly post-traumatic stress disorder (PTSD) and depression; social support;
housing status; and job and financial status—all of which are expected to influence each
other. As shown, we also include the provision of services, which are hoped to influence
each of these variable sets in ways that benefit the overall reintegration of wounded
warriors. Ultimately, all of these variables are of interest because of their potential effect
upon the process of reintegration; but the provision of services represents the hope that
policy decisionmakers may be able to mitigate some of the challenges faced by those who
have given much in service to the country. The bi-directionality of all of the arrows in the
figure demonstrates the interplay among the variable sets. The arrows from services are
black to indicate that these represent the effects of policy intervention. Although we
include social support as a separate domain, reintegration programs such as the AFW?2
program and the AFRCC program may themselves help mimic the natural support system
(family, friends, community) during a time when the social supports are likely to be
disrupted. Telephone calls and frequent contact with servicemembers allow these service
providers—called “nonmedical case managers”—to advise, guide and assist with
formulating life and recovery goals, or just listen.' Later, we discuss the literature that
guided our selection of these areas for our holistic model and ultimately describe what
interventions may be available to policymakers.

! We thank the reviewer who suggested this phrasing.



Figure 2.1. Holistic Model of Interrelationships and Intervention Opportunities

Services
MH Treatment;
Supportive Presence;
Other Assistance

Health
Depression, PTSD
Substance Abuse
Physical Health

Housing Instability
Homelessorat
riskinlasté mo.

Soc.:lal. Job/Finance
Functioning Employment,
Supporter, Financial Strain,
Instrumental, Income
Emotional

NOTE: MH = mental health; PTSD = post-traumatic stress disorder; mo. = months.

Given that the nature of the injury plays a key role, we first consider some of the
injuries that have come to characterize the conflicts in Iraq and Afghanistan. We describe
their nature and consider the information about their etiology and course. The work to
date has often focused on general servicemember populations, to include soldiers,
marines, and sailors, and airmen. Although some work examines individuals who are
seeking care for concerns such as PTSD, much focuses more generally on
servicemembers who have been deployed. However, the literature is nonetheless
particularly relevant for the Air Force, because the primary injury of enrollees noted by
the Air Force Wounded Warrior Program is PTSD. These airmen are a select and unique
subset of the larger population of servicemembers who must chart the path of
reintegration.” Their injuries, of course, neither occur nor heal in isolation. However, our
focus is not primarily medical. Therefore we also consider interpersonal relationships and
social functioning as well as functioning in a number of life domains such as housing
stability, employment, and financial stability. These, in tandem with program initiatives
to help these injured airmen, help present an overall picture of well-being and risk. We

2 . . . .
Note that although our study focuses on airmen, the general population and general veteran literature is
relevant, particularly as relatively few studies focus exclusively on airmen.



first define the issues and then outline some available remedies, all of which informed
our contextual understanding and helped to dictate what we included in the baseline
survey for our longitudinal study.

Mental Health

Past research has demonstrated that rates of current probable PTSD and major
depressive disorder (MDD) among servicemembers and veterans deployed in Operations
Enduring Freedom and Iraqi Freedom (OEF/OIF) are notably elevated relative to those
documented in the U.S. general population of adults (Hoge, 2004; Ramchand et al., 2010;
Schell and Marshall, 2008; Vaughan et al., 2011). The noted frequency of PTSD among
AFW?2 program enrollees means that mental health problems represent a critical quality
of life issue in the specific population of severely combat-wounded airmen enrolled.

Mental health conditions often co-occur with other problems such as substance use.
In one study of new users in the Department of Veterans Affairs (VA) system, Alcohol
Use Disorder (AUD) and comorbid mental health diagnoses were 3 to 4.5 times more
likely in veterans with PTSD and depression (Seal et al., 2011). In another study of
recently deployed National Guard members, participants who had PTSD or MDD were
17 to 22 percent more likely to develop alcohol use disorders after deployment (Grant et
al., 2012). Participants were almost 50 percent more likely to develop alcohol use
disorders after deployment if they had both PTSD and MDD. Thus, we briefly consider
substance use as well.

In the following sections, we define relevant mental health conditions and discuss
their etiology and prevalence. Subsequently we discuss applicable policy concerns and
potential remedies.

PTSD

According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition Text Revision (DSM-IV-TR) definition,” PTSD is a constellation of symptoms
that develop in response to a traumatic event (American Psychiatric Association, 2001).
By this definition, a traumatic event is one in which an individual experienced or
observed an event that involved actual or threatened physical harm to oneself or others
and prompted intense fear, helplessness, or horror. The constellation of symptoms is

3 Note that the new DSM-5 definition of PTSD, introduced in 2013, is slightly different. Criteria include
additional symptoms and establish four symptom clusters that distinguish active avoidance from negative
alterations in cognitions and mood (DSM-IV criterion C symptoms) (see, e.g., Friedman et al., 2011).
However, existing validated measures are keyed to the DSM-IV because our baseline survey was fielded
prior to the release of the DSM-5.



organized into the following three clusters: re-experiencing of the event (e.g., repeated,
disturbing memories of the event), avoidance of reminders of the event and numbing
(e.g., efforts to avoid reminders of the trauma, diminished interest or involvement in
activities that were of interest before the trauma), and hyperarousal (e.g., hypervigilance,
problems sleeping) (American Psychiatric Association, 2001).

Most adults in the U.S. general population experience at least one potentially
traumatic event in their lifetime (Kessler et al., 1995). However, most individuals who
experience traumatic events do not subsequently develop PTSD (Bonanno, 2004, 2005).
That is, the typical trajectory of PTSD symptoms experienced following a traumatic
event is one of resilience. Estimates of the prevalence of PTSD in servicemembers and
veterans who have deployed to OEF/OIF vary widely across studies (IOM, 2012;
Ramchand et al., 2010). In a review of studies of the prevalence of current PTSD in
samples of servicemembers previously deployed to Iraq or Afghanistan (Ramchand et al.,
2010), estimates of PTSD ranged from roughly 5 to 20 percent. The variability of
estimates from different studies primarily results from differences in the samples studied
and the cutpoints applied to different screening instruments.

Little research has focused specifically on PTSD among airmen. One of the few
exceptions, the Millennium Cohort Study, compared rates of new-onset PTSD across
airmen who had deployed to Iraq or Afghanistan after 2001 to rates for those who had not
deployed (Smith et al., 2008). Airmen who had deployed with combat exposure had rates
of PTSD (3.5 percent) that were nearly three times as high as those who had not deployed
during the same period (1.2 percent), after adjusting for several demographic and service
history characteristics. Of note, these rates were roughly one-third of those reported by
soldiers in the Millennium Cohort Study (9.3 percent of soldiers who deployed and had
combat exposure had new-onset PTSD; 3 percent of soldiers who did not deploy had
new-onset PTSD). Similarly, in another study of previously deployed OEF/OIF
servicemembers, airmen had a lower risk of probable PTSD relative to soldiers in both
unadjusted and adjusted models (Schell and Marshall, 2008). Thus, rates of PTSD among
airmen appear to be low relative to those documented among soldiers, most likely owing
to the fact that soldiers play a greater role in “boots on the ground” combat in which they
are more likely to be exposed to traumatic events. Attributable largely to combat trauma,
the risk of PTSD is significantly higher among previously deployed OEF/OIF
servicemembers relative to their demographically similar peers in the U.S. general
population (Hoge, 2004; Ramchand et al., 2010; Schell and Marshall, 2008; Vaughan et
al., 2011). Combat exposure is the most robustly documented risk factor for PTSD among
previously deployed OEF/OIF servicemembers and veterans (Ramchand et al., 2010).
Several other risk factors have been identified in research on civilians and veterans.
These include younger age at the time of the trauma (Brewin, Andrews, and Valentine,
2000), lack of education (Brewin et al., 2000), enlisted rank (Lapierre, Schwegler, and



LaBauve, 2007; Maguen et al., 2010; Schell and Marshall, 2008; Smith et al., 2008),
black or Hispanic race/ethnicity (Brewin et al., 2000); military sexual trauma (Suris and
Lind, 2008); and lack of social support (Brewin, Andrews, and Valentine, 2000; Ozer et
al., 2003). Note that these risk factors tend to indicate that servicemembers have fewer
resources and thus higher vulnerability to a variety of challenges, not just PTSD (e.g., see
discussion in Tanielian and Jaycox, 2008).

The course of PTSD is, typically, one of declining symptom severity over time in
studies of civilian samples (e.g., Blanchard et al., 1995; Schell, Marshall, and Jaycox,
2004). Similarly, based on a reanalysis of data from the National Vietnam Veterans
Readjustment Study (NVVRS), it appears that “the trajectory for most veterans with war-
related PTSD that causes substantial impairment is toward amelioration or complete
remission" (Dohrenwend et al., 2006; p. 982); 18.7 percent of the Vietnam veterans in
this sample had war-related PTSD during their lifetimes, and 9.1 percent of veterans met
criteria for current PTSD 11 to 12 years following the Vietnam War. These findings
contrast with those from longitudinal research on Gulf War veterans in which increases in
PTSD rates (Wolfe et al., 1999) and symptoms (Southwick et al., 1995) were found
during the two-year period following redeployment. However, these studies of Gulf War
veterans followed veterans over a shorter period of time after the war than did the
NVVRS; thus, differences in study findings may stem from differences in the studies’
follow-up intervals.

Little is known about the course of PTSD symptoms among OEF/OIF veterans during
reintegration into civilian society (Sundin et al., 2010). Two longitudinal studies of
OEF/OIF veterans indicate that PTSD symptoms may worsen in the first few months
following return from deployment (Bliese et al., 2007; Milliken et al., 2007). Similarly,
increases in rates of probable PTSD between assessments conducted at three and 12
months following return from deployment to Iraq were found among the same four
Active Component and two National Guard infantry Brigade Combat Teams (BCTs)
(Thomas et al., 2010). However, in a longitudinal study that tracked UK veterans of the
wars in Iraq and Afghanistan over a three-year period following deployment, 66 percent
of respondents who screened positive for PTSD (as indicated by a score of 50 or more on
the PTSD Checklist) at baseline reported symptoms consistent with partial or full
remission at follow-up (Rona et al., 2012).

As the two aforementioned longitudinal studies on OEF/OIF servicemembers from
the United States used data collected immediately after redeployment as the baseline
(Bliese et al., 2007; Milliken et al., 2007), the observed increases in positive PTSD
screens may be partly attributable to the timing of the PTSD assessment with respect to
the servicemember’s return from deployment. That is, servicemembers who report
symptoms in an “on-the-record” screening immediately after returning from deployment
may be inclined to underreport to avoid negative consequences of reporting, such as



incurring a delay in reuniting with their families. Consistent with this notion, in research
comparing “on-the-record” assessments of mental health symptoms with anonymous
assessments, higher rates of mental health problems have been documented in
anonymous assessments (Warner et al., 2011). Thus, studies that use data collected from
“on-the-record” screenings conducted immediately following deployment may
underestimate the true rate of probable PTSD. Alternatively, the increases in PTSD
symptoms may reflect true increases in PTSD symptoms.

Rather than examining the average course of PTSD over a single group of
individuals, some researchers have examined subgroups of veterans with different
symptom trajectories. For example, in one longitudinal study of Gulf War veterans, two
groups of veterans were identified based on their PTSD symptom trajectories: those who
reported low initial levels of PTSD symptoms that didn’t increase much over time and
those who reported higher initial levels of PTSD symptoms that increased significantly
over time (Orcutt, Erickson, and Wolfe, 2004). Thus, the course of PTSD appears to be
somewhat variable across individuals, with some individuals more prone to developing
chronic PTSD than others.

From a policy standpoint, PTSD among combat veterans is troubling in light of the
toll it exacts and its adverse implications for veterans’ reintegration into civilian life. In
addition, PTSD itself has been associated with lower quality of life and functional
impairment in multiple domains, including the social, occupational, and physical domains
(Kessler et al., 2000; Olatunji, Cisler, and Tolin, 2007; Schnurr et al., 2006; Zatzick et al.,
1997), as has MDD (Pyne et al., 1997; Rapaport et al., 2005).

Depression

Major depressive disorder (MDD) is a mood disorder that consists of several
pervasive depressive symptoms that interfere with everyday life. More than a passing
sadness that is common to everyone, MDD is a persistent constellation of symptoms that
occur most of the day or nearly every day for at least a two-week period (American
Psychiatric Association Task Force on DSM-IV, 2000).

Prevalence estimates of MDD vary across studies depending on, among other things,
the definition of depression used and whether functional impairment was a requirement
of the definition, as well as the timing of the assessment with respect to the
servicemember’s return from deployment. In one study of Army and Marine combat units
that had returned from a deployment to Iraq and Afghanistan three or four months earlier,
roughly 7 percent of servicemembers met criteria for probable depression under a more
stringent definition that required functional impairment, and roughly 15 percent met
criteria under a less stringent definition that did not require functional impairment (Hoge
et al., 2004). In another study, estimates of the prevalence of probable MDD with serious
functional impairment among Active Component and National Guard soldiers one year
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after returning from a combat deployment to Iraq were 8.5 percent and 7.3 percent,
respectively, and roughly 16 percent for both groups when the definition did not require
functional impairment (Thomas et al., 2010). Other studies of formerly deployed
OEF/OIF personnel in which probable MDD was assessed without consideration of
functional impairment found that roughly 14 percent (Schell and Marshall, 2008) and 16
percent (Vaughan et al., 2011) of respondents met criteria for probable MDD. It is
important to note that rates of depression, and other types of psychopathology more
broadly, tend to be greater among individuals with a history of combat trauma exposure
(e.g., Schell and Marshall, 2008) and so are unlikely to generalize to the force as a whole.

In addition, similar to PTSD, rates of depression may vary across studies because of
differences in the timing of assessment with respect to the servicemember’s return from
deployment. For example, in one study, rates of probable depression among soldiers
returning from a deployment to Iraq were assessed within a week of redeployment and
again four months later and were found to have increased significantly during this
interval (Bliese et al., 2007). As has been suggested with regard to PTSD, individuals
may underreport depressive symptoms immediately upon return from deployment to
avert adverse consequences of screening positive for depression, such as experiencing a
delay in reuniting with one’s family. However, it is also possible that depressive
symptoms do increase during the first few months of reintegration.

Several factors may increase risk of depression among servicemembers. Combat-
related deployment to Iraq or Afghanistan has been associated with increased risk of
depression across military branches (Wells et al., 2010). In addition, the odds of having
depression have been shown to be higher for Marine and Army personnel compared with
Navy and Air Force personnel (Shen et al., 2012). Furthermore, servicemembers who are
enlisted rank, female, and Hispanic/Latino have been shown to be at greater risk of
probable depression (Schell and Marshall, 2008).*

Depression is highly comorbid, i.e., tends to co-occur, with several other
psychological and physical conditions, including PTSD, substance use disorders, and
chronic musculoskeletal pain. Estimates of comorbidity vary, but in the general
population, 48 percent of individuals with PTSD had depression compared with 12
percent of individuals without PTSD (Kessler et al., 1995). In a military sample,
approximately 65 percent of servicemembers who met criteria for probable PTSD also
met criteria for probable MDD (Schell and Marshall, 2008). The high rates of co-
occurrence between depression and PTSD may be partially explained by overlap in
symptoms across these conditions (e.g., diminished interest, sleep problems). Similarly,

* Note that being female and of Hispanic ethnicity are documented risk factors for depression in the civilian
literature (Nolen-Hoeksema, 2001; Dunlop et al., 2003).
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depression and substance use disorders tend to co-occur. In the general population,
individuals with substance use disorders are 14 times more likely to have MDD than
individuals without substance use disorder (Grant et al., 2004). Finally, in a sample of
patients with chronic musculoskeletal pain, 55.4 percent met criteria for MDD (Dersh,
Gatchel, Polatin, and Mayer, 2002).

Substance Use and Abuse

Alcohol use and problems can be viewed on a continuum ranging from light to heavy
alcohol use and mild to severe problems, with abuse and dependency at later ends of the
continuum (IOM, 1990). Heavy alcohol use has been shown to be associated with costly
outcomes. For example, among Air Force personnel, heavy drinking was associated with
significant productivity loss (Mattiko et al., 2011).

Overall, the rate of heavy alcohol use and binge drinking among U.S. military
personnel has increased from 1998 to 2008 (Bray et al., 2010). Several studies have
examined how common drinking and binge drinking are among recently deployed
servicemembers across the branches of service. For example, in a nationally
representative sample of veterans and civilians, Ramchand et al. (2011) found that rates
of drinking and binge drinking among previously deployed military personnel were
similar to those among civilian populations, but that drinking varied significantly by
branch of service. Men currently or formerly in the Air Force tended to drink less and
binge drink less frequently than members in other military branches (Ramchand et al.
2011).

Several factors increase the likelihood of drinking among military personnel
including younger age, being single, the number of traumas experienced, combat
exposure, the number of months deployed, and co-occurring PTSD or depression
(Bohnert et al, 2012; Burnett-Zeigler et al, 2011; Jacobson et al., 2008; Marshall et al,
2012; Ramchand et al., 2008). Among active-duty Air Force members, both a higher
number of deployments and higher total cumulative time deployed were associated with
up to a 23 percent higher likelihood of developing a postdeployment alcohol problem
(Spera et al., 2011). In one study evaluating soldiers returning from combat in OIF, 62
percent of soldiers with current alcohol use disorders had the disorder before deployment,
and 38 percent of soldiers developed new onset alcohol use disorders postdeployment
(Kehle et al., 2012). Whether a servicemember develops alcohol use disorders following
deployment may be associated with the onset of co-occurring mental health disorders
(Jacobson et al., 2008). Clearly, rates of heavy alcohol use, binge drinking, and alcohol
use disorders are prevalent in the military where rates of co-occurring mental health
disorders and other factors interface and increase the risk of future problems.

12



Consequences of Comorbid PTSD and Depression

Some evidence suggests that comorbid PTSD and depression have more negative
consequences than either diagnosis alone. In one study, veterans in a VA setting with
comorbid depression and PTSD had more severe depression, lower social support, more
suicide ideation, and more frequent primary care and mental health care visits compared
with individuals with depression only (Campbell et al., 2007). Another study found that
individuals with these dual diagnoses had more severe symptoms and lower levels of
functioning (Shalev et al., 1998). In addition, more frequent rates of service use suggest
that individuals with comorbid PTSD and depression require more treatment visits or
specialized care, which may have implications for staff training and costs of treatment.
These consequences are costly to individuals, their families, and society. With more
complex symptoms and poorer functioning, individuals are likely to be at risk for social
and occupational problems that generate further stressors.

Physical Health

Although psychological injuries are characteristic of the current conflicts (Tanielian
and Jaycox, 2008; see also IOM, 2010) and known issues for our sample of airmen, some
consideration of physical health issues is essential as well. General physical injuries are
of concern among the combat injured, and the current conflicts have been characterized
by the numbers of people who survive injuries that would have been fatal in other wars
(as noted in Tanielian and Jaycox, 2008; IOM, 2010). However, we discuss specifically
one type of physical injury, another “invisible wound,” traumatic brain injury (TBI)
(Tanielian and Jaycox, 2008).

Traumatic Brain Injury

Research indicates that between 10 and 20 percent of servicemembers returning from
the Iraq and Afghanistan wars have experienced an event consistent with a TBI during
deployment (Hoge, 2008; Schell and Marshall, 2008). Among servicemembers who have
been wounded in Iraq or Afghanistan, TBI is the most prevalent injury (I0OM, 2010). TBI
results from the application of physical force or rapid acceleration/deceleration forces
(e.g., mechanical trauma) that produce immediate impairment in cognitive and/or
physical function, e.g., feeling dazed or confused, losing consciousness, suffering
memory loss (Arciniegas et al., 2005). The majority of TBI cases (i.e., 70—-80 percent) are
considered to be mild (Jennett, 1996, 1998), and, of these mild cases, the vast majority
(80 percent or greater) will experience resolution of TBI-related impairment within a year
of the TBI (Dikmen et al., 2001). However, TBI can result in severe impairment and
chronic disability (National Center for Injury Prevention and Control, 2010). TBI is also
often comorbid with other mental health and substance use problems including PTSD and
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MDD (see, e.g., Corrigan and Cole, 2008; Rogers and Read, 2007; Vasterling, Verfaellie,
and Sullivan, 2009). Existing research suggests that the occurrence of TBI may alter the
course of mental health conditions to the extent that it alters cognitive processing and

emotion regulation and that they remain disrupted in the aftermath of the injury
(Vasterling et al., 2009).

Other Relevant Domains of Functioning

The challenges described in preceding sections suggest that reintegration of
servicemembers returning from Iraq and Afghanistan will not be easy. Mental and
physical health concerns are not the only trials these servicemembers face, however.
Returning veterans who are struggling with reintegration challenges such as PTSD,
MDD, and TBI may face decreased quality of life. This decrement may extend far
beyond the immediate issues of mental and physical health. Reintegration involves
wellness on a number of interrelated fronts (Berglass and Harrell, 2012; Ramchand et al.,
2008). Here, we briefly address three of them: social functioning and interpersonal
relationships, employment and financial issues, and housing instability.

Social Functioning and Interpersonal Relationships

Social support has been shown to relieve the effects of various social stressors, such
as unemployment or financial stress, and mitigate negative physical and mental health
outcomes. We first describe how social support is defined. We then describe how
research on the effect of postdeployment TBI, depression, PTSD, and reintegration
stressors on veterans’ relationships with friends and family members can illuminate the
nature of the effects of social support on reintegration.

Social support can be defined in different ways. Generally speaking, social support is
characterized by two or more individuals relating to each other (ideally, in a positive
manner). This can be in the context of a marriage, a familial relationship, or in the
framework of a service provider and recipient, as may be the case for programs such as
AFW?2 and similar wounded warrior support programs. Although not consistently a focus
in this research domain, the source of support matters (Sarason and Sarason, 2006).
Often, published interventions focus on support provided by strangers (Cohen, 2004) and
in some cases these can actually be more effective than support provided by close
relationships (i.e., marital) (Sarason and Sarason).

Two common approaches to defining social support in the literature are structural and
functional (Cohen, Gottlieb, and Underwood, 2000; Cohen and Wills, 1985). As noted by
Cohen and Wills in their seminal 1985 review, the structural approach focuses upon the
existence of support relationships (i.e., marital and familial and other ties), while the
functional approach considers the functions those relationships fulfill. They also note that
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measuring the bare existence of social relationships is typically a poor proxy for actually
assessing the functions they provide.

The functional approach may be further subdivided into the types of functions
provided by these interpersonal relationships. One is emotional support, characterized by
having someone who listens to problems and provides indications of caring and
compassion. Another is instrumental support, characterized by the provision of tangible
resources such as financial assistance or shelter. A third is informational support,
characterized by the provision of information and guidance. A fourth is other functions,
such as companionship and validation (Cohen, 2004; Taylor, 2011; Wills and Shrinar,
2000). Social support interests researchers because of its documented effect on physical
and mental health (e.g., Cohen, 2004; Cohen, Gottlieb, and Underwood, 2000). Cohen
and Wills (1985; see also Wills and Shrinar, 2000) note that emotional support is broadly
useful, but other types of support may also be relevant depending on the topic under
study. For example, in a population at high risk for disability, financial concerns, and
similar challenges, instrumental support may be important as well.

Social support and interpersonal relationships affect health through multiple means,
including directly increasing well-being and buffering the effects of stress—that is, they
enable individuals to cope with stress including traumatic events (Cohen, 2004; Cohen,
Gottlieb, and Underwood, 2000; Cohen and Wills, 1985; Taylor, 2011). The presence of
social ties has been linked to myriad health effects, including overall mortality (Taylor,
2011).

In a meta-analysis of a wide array of risk factors for PTSD, including
sociodemographic characteristics, trauma history and severity, psychiatric history, life
stress, and lack of social support, lack of social support was the most strongly related risk
factor for PTSD (Brewin et al., 2000).” Another meta-analysis that covered a somewhat
different set of risk factors also identified social support deficits as a risk factor for PTSD
and found that lack of social support seemed to be a stronger predictor of PTSD with the
passage of more time since the traumatic event; the authors suggest that presence of
social support may serve as secondary prevention and mitigate the consequences of the
trauma (Ozer et al., 2003).

Guay et al. (2006) reviewed the literature and suggested that the avenue by which
social support may affect PTSD is by way of appraisal of the trauma, that is, supporters’
reactions to sufferer’s descriptions of the experience may affect the way sufferers process
and reframe the trauma (in either a positive or negative manner). Another study found

> Studies may be prospective, in which data on risk factors were collected prior to the traumatic event, or
retrospective, in which information on both risk factors and PTSD are collected after the event. Note that
although the number of prospective studies was small, the effect size did not vary by prospective versus
retrospective study design.
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that, over time, the relationship between social support and PTSD may change such that
social support may provide an initial buffer for a trauma, and, as time passes, PTSD
symptoms themselves may affect social support such that they drive supporters away
(Kaniasty and Norris, 2008). The exact mechanisms by which social support affects
PTSD are still unclear, particularly when effects over time are considered. However, the
weight of these studies suggests that social support is an important variable to consider
when examining a sample with a known high rate of PTSD and potentially other
psychological and physical injuries.

Insufficient social support and interaction may also be key in the development and
maintenance of depression (Lara and Klein, 1999; Star and Davila, 2008). In addition,
one study on veteran homelessness post-Vietnam found that the greatest risk factors for
homelessness were related to social isolation (lack of social support and being unmarried
after the first years of discharge) (Rosenheck and Fontana, 1994). These findings in
concert with the information on PTSD and social support suggest that the role of social
support in reintegration warrants additional consideration. Moreover, as noted above,
programmatic provision of social support is often studied: that is, social support by
service providers such as those in the reintegration programs provided to airmen by the
Air Force.

Unemployment and Financial Issues

Work provides many benefits, is often central to how adults view themselves, and
hence is a relevant reintegration domain area. As outlined by Hulin (2002; see also Arvey
et al., 2004; Fouad and Bynner, 2008; Warr, 1987), it provides identity, structure to time,
a source of relationships, and a pecuniary benefit. It is a noted factor in transition to
adulthood (e.g., Shanahan, 2000). For those with mental illness, employment may be seen
as aiding recovery (Dunn et al. 2008), facilitating reintegration into society, and having
many other benefits (Corbiere and LeComte, 2009). Unemployment describes the
situation of individuals who lose their job and possibly their work identity. Research does
not typically define this term further, but unplanned job loss is most often seen as
stressful and is an issue with continuing currency in the present economic climate
(Wanberg, 2012). As noted by Nichols, Mitchell, and Lindner (2013), past studies of
unemployment suggest that layoffs for cause, perhaps including unfitting-for-work
conditions as in our sample of airmen with combat-related injuries, may have greater
negative sequelae than layoffs for external factors such as factory closings.

What role does unemployment play in the context of this analysis, given that our
research effort is focused on individuals who are employed at the time of their injury? If a
servicemember’s condition renders him or her unable to perform military duty, he or she
may be considered for retirement or separation (Department of Defense Directive
[DoDD] 1332.18). According to AFI 41-210, “[servicemembers] identified with a
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potential Service-disqualifying medical diagnosis, condition, physical or mental
limitation will be evaluated, and when indicated, referred through the Disability
Evaluation System (DES)” (p. 173). Relevant here is the fact that some mental health
disorders (including both PTSD and MDD) make airmen eligible for this determination
of unfitness:

Individuals who experience recurrent depression or anxiety disorders,

require psychiatric medication for greater than one year, who have been

hospitalized for a psychiatric condition. ... These cases warrant careful

consideration of fitness for duty, worldwide assignability and

deployability, given that adequate mental health support may not be

available in all locations (AFI 48-123, p. 46).
Thus, one concern for veterans with PTSD, MDD, TBI, and other potentially disabling
injuries is loss of military employment and the necessity of gaining new employment
when disabled, in addition to concern about the disability itself.

More generally, employment and financial well-being of veterans are a concern
because PTSD has a documented relationship with poor employment outcomes, based on
research done with Vietnam veterans (see, e.g., Savoca and Rosenheck, 2000; Smith,
Schnurr, and Rosenheck, 2005). Cook’s (2006) review of employment barriers among
those with mental illness suggests that presence of any mental health condition was likely
to be related to a lower likelihood of employment (different surveys summarized had
estimates of 48 to 73 percent employment for those with mental health difficulties,
whereas those surveys’ estimates for employment for well workers ranged between 76
and 87 percent).

Moreover, presence of any mental health condition was associated with lower
income for those who were employed (Cook, 2006; see also Banerjee, Chatterji, and
Lahiri, 2013). People with various mental health conditions may also be less productive
at work (see, e.g., Adler et al., 2008; Cook, 2006; Ettner, Frank, and Kessler, 1997;
Schultz and Edington, 2007). Indeed, Banerjee et al. indicate that more effective mental
illness treatment would reduce the societal costs of absenteeism by $18.9 billion in 2002
dollars. Finally, Cook reports that those with mental illness represent the largest group of
public income support beneficiaries among those of working age.

Notwithstanding these statistics, Cook’s review indicates that many of those with
mental health conditions want to work. Moreover, Bond, Resnick, et al. (2001) found that
competitive employment improved a number of outcomes for participants with a variety
of psychiatric disorders. Commonly cited barriers to gaining employment among this
population are lower educational attainment, lower productivity, labor market dynamics,
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and failure to receive effective vocational or clinical services (see, e.g., Cook, 2006).
Discrimination and stigma are also factors (see, e.g., Colella and Bruyere, 2011).°

A substantial literature exists on the consequences of unemployment, which include
detriments to both psychological and physical well-being (McKee-Ryan et al., 2005).
McKee-Ryan et al. analytically summarized this literature, focusing on indices of
psychological well-being, which included the Beck Depression Inventory and the General
Health Questionnaire, among other screeners for depression and anxiety. Mental health
during unemployment was positively and significantly related to other variables including
social support and financial resources, and negatively and significantly related to
perceived centrality of work to life and the length of unemployment. McKee-Ryan et al.
also found that the relationship between unemployment and mental health did not vary
depending on generosity of unemployment benefits (though there may have been some
restriction of range in this analysis, which would have limited their ability to detect such
variation). Wanberg’s more recent 2012 summary of the unemployment literature notes
that unemployment has also been associated with negative outcomes such as suicide and
decrements in physical health (c.f. Nichols, Mitchell, and Lindner 2013). Nichols et al.
considered the long-term unemployed (defined as those unemployed six months or more),
and noted its association with decrements in well-being, income, and work skills. These
decrements include lower incomes upon finally gaining employment that may be quite
persistent.” With regard to the specific experiences of servicemembers, as noted by
Heaton et al. (2012), injuries incurred during deployment have broad effects on
traditional economic indicators such as financial well-being and employment.
Specifically, for those categorized as having more serious injuries, they documented a
substantial loss in income. This loss in income was primarily because of separation or
retirement from military service as a consequence of the injury. They note that at least in
the initial years of study, on average, disability income compensated, or more than
compensated, for these losses in household income. However, they speculate that over
time, given removal from the workforce and the wage increases customarily experienced

® In the domain of civilian legislation, protection from discrimination is available under various laws,
including the Americans with Disabilities Act (Colella and Bruyere, 2011; Paludi et al., 2011). Note that
for the military context, to the extent that deployment is considered an essential job function, such
legislation would not apply (Gutman et al., 2011). However, in their reviews of the disability literature,
multiple authors have noted the substantive difficulties faced in gaining and maintaining employment when
disabled despite these legislative remedies (Colella and Bruyere, 2001; Cook, 2006; Paludi et al., 2011).
These authors also note that issues of discrimination are particularly pertinent for disabilities based on
mental illness, which are more stigmatized than physical disabilities.

! They also note that there may not be a direct causal connection between long-term unemployment and
subsequent negative outcomes but that both the unemployment and the outcomes might be caused by a

third factor. They note that the literature disentangling the direct effects of unemployment lengths from
other potential causal factors is not comprehensive.
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while in the workforce, disability incomes would fall behind the lifetime income
ordinarily expected.

Although the population in our study represents many whose challenges are identified
while they are still in service, it is worth noting that disabilities such as PTSD may not
manifest before servicemembers leave service but rather months or years later. Other
research is therefore relevant: Christensen and colleagues (2007) compared the earnings
of those rated by the VA as service disabled (who may receive such a rating long after
leaving military employ) with a comparable peer group. Those with disabilities had, on
average, lower employment rates and rates of earned income, with variations for age at
entry into the system, magnitude of disability rating, and body system of injury. They
found that in general VA compensation enabled those with service disabilities to reach
parity over lifetime earnings with those peers who did not have service-related
disabilities, with exceptions. If a veteran enters the system at an earlier age, parity is not
reached for those who have 100 percent disability or who are deemed to meet IU status.®
Further, for those with a mental disability (PTSD or mental, other than PTSD),
compensation falls below what would normally be expected for those who enter prior to
what may be considered typical retirement years (i.e., 65+) or for those who have lower
disability ratings. Although research has yet to ascertain the long-term effects of
deployment-related injuries incurred in the OIF/OEF conflicts, there is evidence to
support the effect of military service as a net positive over the life course on financial
well-being for the general population of servicemembers (Kleykamp, 2013a and 2013b;
Loughran, 2002). However, Loughran’s (2002) findings indicate that the civilian earnings
of military retirees are not comparable to those of their civilian peers, with greater
disparities observed for more recent cohorts.

Also noted by Heaton et al. (2012), the majority of the income sources they
examined, including DoD and VA disability benefits, do not penalize disabled
individuals for attempting to secure civilian employment subsequent to separation and
hence alleviate some concern that receipt of benefits may discourage recipients from
continuing to engage in the workforce. Given the indications that employment may be
beneficial for individuals with mental disability (Cook, 2006; Corbiere and LeComte,
2009), this is positive. However, as noted by McKee-Ryan et al. (2005), the search for
employment can itself be demoralizing, which is only likely to be exacerbated by the
presence of potentially stigmatizing disorders.

Of particular importance to psychological well-being and employment is perceived
financial strain, or the extent to which individuals consider themselves to be experiencing

8 U, or individual unemployability, is a status that requires meeting certain disability criteria and being
unable to engage in substantial gainful employment; it results in compensation at the 100 percent disability
level.
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financial difficulties. This is assessed without regard to objective indicators of financial
strain. McKee-Ryan et al. (2005) noted that perceived financial strain was negatively
associated with psychological well-being during unemployment. Indeed, in another meta-
analysis, Kanfer, Wanberg, and Kantrowitz (2001) found that perceived financial strain
was associated with greater job search behavior and shorter unemployment duration.

Housing Instability

As U.S. servicemembers return from the conflicts in Iraq and Afghanistan and leave
active duty, a concern is the domain of housing instability. Homelessness has been a
persistent concern within the veteran community, with veterans consistently
overrepresented among homeless Americans (Perl, 2011). Increasing numbers of veterans
with deployment-related risk factors (i.e., disabilities), a sluggish economy, and reduced
budgets may collectively elevate the risk of homelessness among returning veterans.
Thus, we examine housing stability and instability within the current context.

Defining Homelessness

Financial and other vulnerabilities may place people at risk for other negative
sequelae, including housing instability (Koegel, 2004). However, defining “homeless”
poses a challenge. The term “homeless” typically describes anyone without permanent
housing. For example, both a person living under a bridge and a person staying in a hotel
for an extended period because of a lack of permanent housing could be considered
homeless under this broad definition. This ambiguity causes problems when measuring
the concept of homelessness, and researchers employ a variety of more specific
definitions to mitigate such problems. For example, when studying outcomes among
homeless veterans using the U.S. Department of Housing and Urban Development-
Veterans Affairs Supported Housing (HUD-VASH), O’Connell, Kasprow, and
Rosenheck (2008) examined only those who had lived on the street or in a shelter for at
least 30 days because this was a requirement of HUD-VASH (O’Connell, Kasprow, and
Rosenheck, 2008). Conversely, Rosenheck and Fontana (1994) researched those who
“had no regular place to live for at least a month or so.” Still others define homelessness
as “spending at least one night on the street, or in a shelter, mission, vehicle, public or
abandoned building, or voucher hotel because they did not have a home of their own or
of a family member or friend to stay in” (Kennedy et al., 2012). Clearly, these definitions
can refer to people with varied housing situations, but all reflect housing instability.

To further clarify this definitional ambiguity, researchers have suggested that
homelessness can be broken down into three categories defined by the amount of time
one is without permanent housing. “Transitionally” homeless people have been in a
situation without regular housing once for a short period before returning to permanent
housing. This may include stays at a homeless shelter or in a car or hotel. “Episodically”
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homeless people transition in and out of homelessness with some regularity but do not
stay homeless for an extended amount of time. Finally, “chronically” homeless people
have been without permanent housing for at least one year or have been homeless at least
four times in the past three years (Kuhn and Culhane, 1998; Perl, 2011). The researchers
who derived this typology noted that, in their study, the majority of shelter resources
were consumed by the chronically homeless (Kuhn and Culhane, 1998). This typology
has been found useful (Leginski, 2007) although not always replicable (Burt et al., 2001).

Policymakers also wrestle with this issue when determining who should or should not
receive government assistance, in some cases aiming intervention at those chronically
homeless (Leginski, 2007). Various congressional actions in the past few decades have
sought to provide aid to both veteran and nonveteran homeless people. The definitions
contained in these laws help provide clarity to the policy-centric definition of
homelessness. For example, the McKinney-Vento Homeless Assistance Act defines a
homeless individual as one who lacks a fixed, regular, and adequate nighttime residence
and whose nighttime residence is one of the following:

e asupervised publically or privately operated shelter designed to provide

temporary living accommodations

e an institution that provides a temporary residence for individuals intended to be

institutionalized

e apublic or private place not designed for, nor ordinarily used as, a regular

sleeping accommodation for human beings (Perl, 2011).

As noted by Burt and colleagues (2001), narrow definitions may have the drawback
of focusing efforts on ameliorative rather than preventive approaches to housing
instability. Other definitions do appear in different pieces of legislation that echo the
common theme of housing instability. Some further acknowledge the role of substance
abuse and mental health issues in homelessness (Perl, 2011). Current modifications to the
original legislation expand the definition to elaborate on what locations are not normally
considered regular sleeping accommodations and include government and charitably
funded hotels and motels as temporary living arrangements. These modifications also
include individuals in imminent danger of losing housing within two weeks (see Perl et
al., 2012), and overall move the somewhat restrictive original definition toward a more
inclusive one. Defining homelessness is a complex issue, and consideration of the
ultimate goal of research and policy should inform approach and breadth.

Veteran homelessness has been tracked by two government entities: the VA and the
Department of Housing and Urban Development (HUD). Over the years, these
organizations have changed their methodologies for tracking the number of homeless
veterans, leading to varying estimates. However, both agree that veteran homelessness is
declining. In 2009, the VA estimated that 106,558 homeless veterans resided in the
United States, down from 131,230 in 2008 (Perl, 2011). As noted by Perl, though
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declining in numbers, veterans are still overrepresented in the homeless population. In a
more recent study, HUD found that 11.1 percent of homeless adults were veterans,
although veterans constitute only 9.7 percent of the U.S. adult population. Additional
studies have found that, depending on their era of service and gender, veterans can be up
to three times more likely to end up homeless compared with nonveterans (Perl, 2011).

Research Findings

A considerable amount of research has been conducted to identify the factors that
place veterans at increased risk for homelessness. Two general and not mutually
exclusive perspectives attribute the causes either to situational or individual issues (Burt
et al., 2001; Koegel, 2004). The situational, or structural, context of homelessness is
defined by influences outside of the individual that contribute to a lack of permanent
housing such as a slow economy, a decrease in affordable housing, and policy changes
that reduced the amount of government aid available to those in poverty (Koegel, 2004).
These issues take place in the world around an individual and can contribute to
homelessness, especially in conjunction with problems someone might be experiencing
on a personal level.

The individual issues most common among homeless veterans stem both from
military service and life before the military and help create a picture of general
vulnerability and risk. Research has shown that a history of trauma before joining the
military, including physical or sexual abuse, life in foster care, or witnessing someone’s
death, is significantly related to veteran homelessness (Rosenheck and Fontana, 1994).
Problems in one’s life after military service that contribute to homelessness in the veteran
community often include substance abuse and psychiatric disorders (Rosenheck and
Fontana, 1994). A lack of steady employment has also been consistently observed in
homeless veterans seeking government assistance (Perl, 2011). However, the strongest
individual factor affecting veteran homelessness seems to be a lack of social support.
Veterans without strong connections to friends, family, or an intimate partner are often
found to have the highest risk for homelessness (Rosenheck and Fontana, 1994).

Opportunities for Intervention

Throughout this review we have considered definitions of potential risk factors or
vulnerabilities. However, the knowledge that something is a risk factor makes that issue
into a risk that may be mitigated: a gateway for opportunity. Thus the interrelated risk
factors discussed here may function as interrelated avenues for intervention in pursuit of
wellness. Taking the holistic perspective reveals that none of these areas should be
viewed in isolation when considering the possibilities for intervention to improve
reintegration. Failure to consider the full breadth of issues can be problematic not only in
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terms of realistically predicting trajectories and the levers to change those trajectories, but
also in terms of considering the variety of policy levers available. Given the theoretical
rationale or empirical evidence, and the interrelatedness of the factors discussed,
omission of a given factor is likely to provide policy decisionmakers with a potentially
flawed picture of what interventions may be best, and why. To present an accurate
perspective to guide interventions, it is important to include a breadth of domains for
consideration wherever possible. Moreover, all of these domains may be considered to be
indicators of resilience as well as risk. To the extent that the AFW2 and AFRCC
programs, among others, seek to assist in a beneficial reintegration process, improvement
in any of these domains could represent a positive programmatic outcome.

A holistic perspective is warranted for the current project even though some of the
factors under consideration may not have a strong evidence base to inform policy
recommendations. Traditional services for the combat injured may not always include
efforts in a given domain. However, the literature described above indicates that all may
be relevant, and we have included them for consideration here, and in our baseline survey
effort; as noted, they not only indicate risk, but also are relevant to programmatic
outcomes. Evidence-based treatments (EBTSs), i.e., treatments whose efficacy has been
demonstrated in well-designed research studies, are available to alleviate some of the
challenges faced in the domains of different variable sets. The evidence base is
particularly strong in the realm of mental health, where a push toward interventions with
demonstrable efficacy has been under way for some time.

Mental and Physical Health

EBTs are available for PTSD (Bradley et al., 2005; IOM, 2012). The VA and DoD in
particular have institutionalized evidence-based care for PTSD through a shared set of
guidelines on PTSD management, VA/DoD Clinical Practice Guideline for the
Management of Post-Traumatic Stress (The Management of Post-Traumatic Stress
Working Group, 2010). The VA/DoD guidelines for management of PTSD recommend
trauma-focused psychotherapies such as prolonged exposure (PE), cognitive processing
therapy (CPT), and eye movement desensitization and reprocessing (EMDR) and stress
inoculation. Psychotropic medications such as selective serotonin reuptake inhibitors
(SSRIs) are also recommended.

Similarly, EBTs are available for other mental and physical health issues. With regard
to MDD, they are institutionalized in the VA/DoD Clinical Practice Guideline for the
Management of Major Depressive Disorder (The Management of MDD Working Group,
2009). The VA/DoD guidelines recommend psychotropic medications such as SSRIs and
serotonin norepinephrine reuptake inhibitors (SNRIs), as well as cognitive behavioral
therapy (CBT) and interpersonal therapy (IPT), which have been shown to be efficacious
(e.g., Anderson, 2000; Butler et al., 2006; Feijo de Mello et al., 2005). EBTs are also
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available for substance use and are outlined in the VA/DoD guidelines for clinical care
(VA/DoD Clinical Practice Guideline for Management of Substance Use Disorders,
2009). EBTs for substance use include pharmacotherapy such as opiate agonist therapy
(OAT) and psychosocial interventions such as cognitive behavioral coping skills training.
These treatments are supported in the literature (Farre et al., 2002; Fischer, 2006; Johnson
et al., 2000; Ball et al., 2007; Carroll et al., 2006; Wilbourne, 2005). For mild TBI,
suggestions include methods to cope with the consequences of TBI and promote the
recovery process such as early education about the injury and pharmacological or
behavioral therapy as needed to treat the various symptoms of TBI (VA/DoD Clinical
Practice Guideline for Management of Concussion/Mild Traumatic Brain Injury, 2009).
While the evidence base for these suggestions does not yet support meta-analyses,
individual studies demonstrating the benefits of education are available (Wade, Crawford,
et al., 1997; Paniak, Toller-Lobe, et al., 1998; Wade, King, et al., 1998; Paniak, Toller-
Lobe, et al., 2000; Ponsford, Willmott, et al., 2002; Warden, 2006). Additionally, in
limited studies, cognitive behavioral therapy has been shown to be effective to aid TBI
patients with ailments like insomnia (Ouellet and Moria, 2007). Pharmacotherapy has
further been shown effective in the treatment of various consequences of TBI including
aggression and information processing (Warden et al., 2006).

The VA and DoD formally advocate evidence-based care. However, the extent to
which providers in these systems are consistently practicing EBTs and implementing
EBTs with fidelity to the treatment protocol (i.e., the way the treatment was designed to
be delivered) is unknown. This uncertainty is because of the lack of systematic tracking
of the quality of mental health care provided within the VA and DoD (IOM, 2012). On
the civilian side, indications that evidence-based care and treatment are being translated
from the research base to community practice are even less promising (President’s New
Freedom Commission on Mental Health, 2003).

Moreover, although evidence-based treatments exist, several barriers may prevent
servicemembers or veterans with mental health concerns from obtaining high-quality care
(IOM, 2012; Tanielian and Jaycox, 2008). For instance, shortages of qualified mental
health treatment providers in some geographic areas of the United States limit access to
care (Burnam et al., 2008). In studies of previously deployed OEF/OIF servicemembers
and veterans, institutional and cultural concerns about the adverse effects of receiving
mental health treatment on one’s career and coworkers’ perceptions have been
consistently reported (Hoge et al., 2004; Schell and Marshall, 2008; Vaughan et al., 2011;
Vogt, 2011). Other commonly endorsed concerns include concerns about the side effects
of medication (Schell and Marshall, 2008; Vaughan et al., 2011), personal beliefs about
mental health and mental health care (Vogt, 2011), and difficulty scheduling an
appointment (Hoge et al., 2004). Little is known about the barriers to mental health
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treatment encountered by severely wounded veterans, and documentation of the types and
prevalence of barriers encountered by this population is needed (IOM, 2012).

The evidence base for some other areas is less thoroughly explored than in the
domains of mental and physical health, although quite often many programs are available
in other domains to address needs. Although the medical and mental health literature are
replete with randomized control trials comparing two modes of treatment, and an
accumulation of evidence allows for meta-analyses of effects over multiple studies, other
relevant fields are still in the process of accumulating quality evidence for effectiveness.
We now describe research on reintegration challenges encountered in nonmedical
domains, specifically social functioning, employment, finances, and housing instability.

Social Functioning and Interpersonal Relationships

Multiple interventions exist that attempt to improve emotional social support. Hogan
et al. (2002) summarized the literature and found significant heterogeneity in successful
health outcomes among people involved in a similarly wide variety of group
interventions. These include friends and family in behavioral training, self-help groups,
organized support from psychiatrists, psychologists, etc., or support skills training
programs with certified professionals that follow a defined curriculum, individual-level
interventions (including friends or family in one-on-one discussion with professionals,
peer groups, or one-on-one support skills training programs), and combination therapy
that involves both group- and individual-level intervention. Given the heterogeneity of
interventions found in their overview, Hogan et al. were not able to categorize specific
practices as evidence based, but they were able to suggest that some type of social
support intervention shows promise in a general sense. Supportive interpersonal
relationships include service provider and recipient, as may be the case for the
involvement programs such as AFW2. In some cases support from providers may be
more effective than support from close relationships (Sarason and Sarason, 2006). More
directly relevant to our sample of combat-injured airmen, incorporation of the social
support network into therapy itself has also been suggested for veterans with PTSD (e.g.,
Sherman, Zanotti, and Jones, 2005).

Unemployment and Financial Issues

Employment interventions are also available, and the evidence base for these
interventions is the strongest we examined aside from that for various mental health
interventions. In general, employment interventions are based in one of two literatures:
the broader literature on unemployment or the psychiatric treatment/vocational
rehabilitation literature. As summarized by Wanberg (2012), the broader literature on
unemployment suggests that interventions to bolster self-efficacy may be tenable and,
indeed, some have been developed. One program of study has collected an evidence base
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to support a particular intervention (the University of Michigan JOBS program) aimed at
enabling the unemployed to find jobs by identifying marketable skills, learning how to
locate job opportunities, identifying methods of self-presentation, and becoming
inoculated against the demoralizing nature of the job search itself (Price, Vinokur, and
Friedland, 2002). There is some evidence that those participants who subsequently
became employed worked more and had fewer changes of employer (Vinokur et al.,
1991), and a follow-up study indicated that those with the greatest risk of depressive
symptoms were most likely to benefit from the program (Vinokur, Price, and Schul,
1995). Wanberg (2012) noted other potential intervention avenues, including research
that suggested that self-presentation tactics lead to interview success (and might be
targets for training), as well as other research documenting interventions to improve self-
efficacy in the job search and goal-oriented behavior such as documentation of job search
activities.

Evidence from the psychiatric intervention/vocational rehabilitation literature largely
supports a model of supported employment. The model is characterized by consideration
of individual job seeker interests and abilities in the job search process, preference for
competitive community employment as opposed to employment in more sheltered
programs, rapid job search to alleviate waning job seeker interest in job acquisition,
integration of mental health and employment intervention efforts, and continued support
once employment is attained (Bond, 2004). Bond also summarized evidence in support of
these principles, characterizing the support as ranging from strong (for rapid job search)
to weak (for time-unlimited support). More recently, Cook et al. (2006) indicated that
participants enrolled in variations of supported employment programs fared better than
did control subjects when accounting for the local unemployment rate. Resnick,
Rosenheck, and Drebing (2006) indicated that the key ingredients of successful programs
included competitive community employment and aggressive outreach to veterans.

Housing Instability

Many avenues also exist to help veterans struggling with homelessness. The VA and
HUD have the most involvement with improving the housing situation of homeless
veterans. The VA has many programs to help homeless veterans obtain health care, find
stable housing, gain employment, and get off the streets. In fact, the VA stated in 2009
that it aimed to end veteran homelessness within five years (Perl, 2011). Some of these
programs include Health Care for Homeless Veterans, Domiciliary Care for Homeless
Veterans, and the Compensated Work Therapy Program, among others (Perl, 2011). One
program that has shown particular promise in housing homeless veterans is the
aforementioned HUD-VASH. In this collaboration between the VA and HUD, veterans
can receive vouchers for subsidized housing along with counseling and other services that
will improve their chances of obtaining stable housing. Research has shown that veterans
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enrolled in HUD-VASH are more likely to stay continuously housed longer (O’Connell
et al., 2008) and are less likely to experience substance abuse (Perl, 2011).

Summary

Einstein is credited with saying that “Everything should be as simple as possible, but
no simpler.” This observation applies naturally to an examination of processes such as
reintegration. However, reintegration is by its nature complicated, and a holistic model of
reintegration therefore is required to examine the process appropriately.

Hence, we have delineated the domains that should affect the process and describe
some of the evidence for their inclusion. Mental health is a key issue for servicemember
reintegration in general and for our sample of Air Force wounded warriors in particular
because of the high prevalence of this injury in the sample, and it can have a cascading
effect on several other types of outcomes. As discussed, conditions may co-occur, and a
given illness such as PTSD should not be considered in isolation. Physical health and
wounds of war are also relevant and affect well-being. Other issues that merit
consideration based on the literature include social functioning and interpersonal
relationships, employment and financial issues, and housing instability. Although
rigorous longitudinal research on these topics is relatively scarce, the evidence available
suggests that these domains will affect each other over time and that relationships are
likely to be complex. Moreover, to the extent that all are factors in a robust reintegration
process, all provide outcome information regarding the success of programs such as
AFW2, AFRCC, and the VA’s programs. Some of these domains have a robust evidence
base that supports specific intervention, while others are still accumulating such
evidence. However, even when a strong evidence base exists, as it does for mental health,
in some cases having specific interventions and recommended courses of action is not
enough. Therefore barriers to care warrant exploration as well to understand the process.

This literature review informs our general approach to the analysis by establishing the
case for examining a holistic suite of relevant domains. Moreover, the relevance of
particular domains in the literature specifically influenced the variables we included in
our survey of wounded warriors, both by helping us determine which domains were
pertinent to include and how we measured these domains in our survey. Perspective on
the holistic reintegration process as it is understood through the literature in turn affects
the conclusions we can draw based on the included domains. Finally, to the extent that an
evidence base for intervention exists for these domains, that evidence base undergirds our
implementation recommendations. Although we included measures of the majority of the
above variables in our survey, we present only the most essential risk factors and directly
actionable findings in the main text of the results. The remainder of survey results is
presented in Appendix C. Although the results from the present survey represent a
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baseline snapshot, given that the domains of investigation are relevant indicators of both
risk and resilience, improvement in the domains of study suggest that the reintegration of
the airmen in our population is going more smoothly, while a decrement may indicate
that a stronger policy intervention is warranted.
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3. Survey Method

This chapter provides an overview of our survey procedure and content. The previous
chapter includes a general discussion of relevant domains, and we provide more details
on the specifics of measurement here. The chapter begins with a description of the survey
participants. Second, it recounts how we administered the survey. The third section
summarizes the measures we employed for the outcomes or areas of interest as suggested
by our literature review and holistic approach to reintegration.

Sampling of Participants

As the Air Force’s focus was on airmen injured in combat, we pursued airmen
enrolled in one of the programs developed to assist them, the AFW2 program. This focus
was optimal in the sense that all in the frame were eligible (i.e., all had been determined
to have combat- or hostile-related injuries), and relatively up-to-date contact information
was available for all participants. This information was particularly important in the case
of retirees whose records are typically not current in the personnel data system.

The AFW2 program, stood up in 2005 as Palace HART (Helping Airmen Recover
Together), was renamed in 2007 as the Air Force Wounded Warrior program.
Throughout, however, the intent remained constant: to assist airmen in transition and
reintegration after their injury or illness. At the time the survey was fielded, the eligibility
requirements were described as follows:

An Airman who has a combat/hostile-related injury or illness requiring

long-term care that may require a MEB/PEB [Medical Evaluation

Board/Physical Evaluation Board] to determine fitness for duty. This

includes: A combat/hostile-related injury resulting from hazardous

service or performance of duty under conditions simulating war or

through an instrumentality of war. (AFW2 website, undated.)
There is no minimum disability rating for eligibility, and enrollment could occur through
several channels, including self-referral, casualty list seriously injured (SI) and very
seriously injured (VSI) status;' referral from command or medical community; and
referral from the Disability Evaluation System. When a name enters the AFW2 system
from one of the referral sources, available records systems (including casualty and
deployment records, the DES, and other personnel records) are accessed, and the

!SI is “classified by medical authorities to be of such severity that there is cause for immediate concern,
but there is no imminent danger to life”; and VSI is “classified by medical authorities to be of such severity
that life is imminently endangered” (Joint Publication 1-02).
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information is integrated to form an initial intake packet. This information is
supplemented by a telephone intake interview. According to program personnel, a better-
safe-than-sorry approach is adopted in terms of determination of combat- or hostile-
relatedness of injury. In some cases, this determination is not confirmed, and a judgment
is made that the airman is not eligible for AFW2 services. However, we were told that
this is a rare occurrence.

As no minimum disability rating is required to obtain services from AFW2, its
population of benefit recipients includes separatees. These individuals have a disability
rating of less than 30 percent and receive a lump sum payment (the amount is determined
by a formula and considers the disability rating and the servicemember’s tenure and base
pay) upon separation. As these separatees are not receiving substantial ongoing pecuniary
benefits, they are considered members of the general population rather than current
servicemembers or “actual” benefit recipients and were excluded from our sample.”

Thus, the sample for our project consisted of the 872 enrollees of the Air Force
Wounded Warrior Program who were either medically retired or in the process of
undergoing evaluation for medical retirement due to combat or related injuries and
illness. The majority of individuals (71 percent) had primary injuries of a psychological
rather than a physical (29 percent) nature. For most, the concern that brought them into
the program was PTSD. Given the relatively small number of potential participants, we
chose to take a census rather than to select a subsample from the frame. Of the 8§72
airmen who were invited to participate, 493 accepted.

Procedure for Administering the Survey

Initial invitations were mailed to potential participants’ home addresses. These
invitations included instructions on how to complete the survey by web, if desired,
through a unique survey login code. Throughout the invitation and consent procedures,
participants were assured that their information would be seen by the Air Force only in
the aggregate, that participation would not affect their benefits, and that a Certificate of
Confidentiality from the U.S. Department of Health and Human Services and memoranda
of understanding (MOUs) with Air Force sponsor offices had been obtained to ensure
confidentiality. These assurances were intended to alleviate some of the known concerns
regarding stigmatization of mental health problems both in the military and in the larger
population as well as to inform participants that their participation or lack thereof would
not have an adverse effect. Ultimately, that assurance to participants is one of the

? Note that it is still possible that these separatees may later be given a rating for the sum total of their
service-connected conditions from the VA that is a higher rating than that provided by the Air Force at time
of separation, which assesses only unfitting conditions.
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strongest protections for our results in that it reduces motivation to attempt to skew
results in either direction: either to minimize or emphasize symptoms and other
challenges being faced in participants’ daily lives.

Approximately one week following the initial distribution of recruitment materials,
potential participants were contacted by phone and invited to complete the survey by
phone. During that contact, participants were able to indicate that they had already started
the web survey or were planning to do so. Those who preferred to participate by phone
were able to participate then or schedule a call-back if the initial call was made at an
inconvenient time. In circumstances where individuals were not interested in
participating by phone, they were given information on how to participate over the web.

Survey items were worded identically across the web and telephone survey
administration modes. However, instructions were modified as needed to accommodate
differences in aural versus visual presentation of survey items, e.g., for the measure of
PTSD symptoms, instructions read by interviewers administering the phone survey
began, “Now I am going to read you a list of reactions that airmen sometimes experience
following deployment or in response to other stressful life experiences...,” whereas
instructions given to web survey respondents began “The following is a list of
reactions...” The survey took approximately 45 minutes to complete in either mode.

The survey was in the field from September 2 through October 31, 2011, and as
noted, during that period, 493 airmen accessed the survey. Due to skip patterns within the
survey designed to minimize respondent burden, not all participants saw all items. For
example, participants who had not received AFW2 services were not asked about
satisfaction with such services. If a participant indicated that he or she was not employed,
he or she was not asked about work presenteeism, performance, job satisfaction, or the
like. If employed, he or she was not asked about perceived barriers to employment.
Approximately 120 items were seen by all participants. More specifics on amount and
treatment of missing data are provided in the next chapter.

Measures Used in the Survey

We used well-validated measures of the constructs of interest when such measures
were available. When well-validated measures were not available, e.g., to assess
utilization and perceptions of the Air Force Wounded Warrior and Air Force Recovery
Care Coordinator programs, we created items to tap the construct of interest. Our points
of contact in the AFW2 and AFRCC programs and the Air Force Directorate of Services
(AF/A1S) reviewed early drafts of the survey and provided feedback on the overall
approach and specific sections and items, which was incorporated into the final version.
We also employed limited cognitive interviewing with a few survey research experts at
RAND to hone the survey. Table 3.1 summarizes the measures and their provenances.
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Detailed descriptions of the measures’ psychometric properties and scoring instructions

for variables derived from the measures are contained in Appendix A. The final survey is

contained in Appendix B. We also examined mode effects for the measures used in the

survey. After performing a Bonferroni correction to adjust the significance level for the
number of tests performed (85), we found that those who answered on the web were more
likely to indicate that an advocate would be helpful; that there was a point in the past year
where they desired but did not receive assistance; and that they indicated higher work
involvement. As, in general, there were relatively few distinctions between mode, and we

wanted to maximize our power to detect theoretically meaningful effects, we combined

participants in subsequent sections.

Table 3.1. Survey Measures Overview

Outcome/Area

Description

Measure and Supporting
Citations

Air Force service history

Trauma history

Post traumatic symptom
severity

Depressive symptoms

Alcohol use

Drug use

AF component, time since separation or
retirement, etc.

History of traumatic stressors (Criterion A
of PTSD diagnosis)

Extent to which respondent has been
bothered by symptoms of PTSD during the
past month. There are three primary
groups of PTSD symptoms: intrusive
thoughts, memories, and recollections of
the traumatic event; avoidance of things
that remind the respondent of the
traumatic event; and emotional and/or
physiological arousal when reminded of
the event

Extent to which respondent has been
bothered by symptoms of depression
during the past two weeks

Frequency of alcohol consumption and
problems related to alcohol use during the
past six months

Use of drugs other than alcohol and
problems related to drug use during the
past six months
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Some items created for this
project, some adapted from
Invisible Wounds survey

(Schell and Marshall, 2008)

Created for this project
based on an item used in the
Invisible Wounds study
(Tanielian and Jaycox, 2008)

PTSD Checklist (PCL;
Weathers et al., 1993)

Patient Health Questionnaire-8
(PHQ-8; Spitzer et al., 1999)

Alcohol Use Disorder

Identification Test-Alcohol
Consumption (AUDIT-C; Bush
et al., 1998)

Adapted from Needs
Assessment of New York State

Veterans (Vaughan et al.,
2011)



Outcome/Area

Description

Measure and Supporting
Citations

Potential traumatic brain
injury

General health

Role limitations due to
physical health

Mental health treatment
history, barriers, and
preferences

Basic information about
marital status and family

Relationship satisfaction

Social support

Employment status

Presenteeism/
absenteeism

Employability—work
identity

Job satisfaction

Barriers to employment

Vocational rehabilitation
services utilization

Income and disability
compensation

Financial strain

Whether respondent experienced an event
indicative of potential traumatic brain
injury, as indicated by being dazed and
confused, not remembering the injury, or
experiencing a loss of consciousness
following an injury sustained during
deployment

Perception of overall health

Extent to which respondent is physically
limited in his/her ability to perform different
activities

Mental health services received, barriers
to obtaining mental health treatment, type
and setting of treatment desired if
respondent wanted treatment

Marital status, number of dependents,
family members living in the same
household, family member that most often
helps airman deal with problems, etc.

Degree of satisfaction with relationship
with significant other or primary supporter
(if respondent does not have a significant
other)

Extent to which respondent perceives that
different types of social support are
available from people in his/her life

Whether respondent is currently working
or not and how often

Productivity at work, number of days
missed

Perceived importance of
work/psychological investment in work

Degree of satisfaction with job in general

[If respondent is “Unemployed and looking
for work” or “Disabled and not working”]
Things that make it difficult for respondent
to obtain employment

Whether or not respondent has used
vocational rehabilitation services

Information about total household income

Difficulty meeting one’s financial
obligations
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Brief Traumatic Brain Injury
Scale (BTBIS); Schwab et al.,
2007)

SF-36; Ware et al., 1993
SF-36; Ware et al., 1993

Created for this project, some
adapted from Invisible Wounds
(Schell and Marshall, 2008)

Created for this project with
assistance from program
personnel

Johnson, D. R., 1995

Reliable Alliance and
Attachment subscales of the
Social Provisions Scale (SPS;
Cutrona and Russell, 1985)

Needs Assessment of New
York State Veterans (Vaughan
et al., 2011) Invisible Wounds
survey (Schell and Marshall,
2008)

World Health Organization
Health and Work Performance
Questionnaire (WHO HPQ;
Kessler et al., 2003)

Warr et al., 1979

Scarpello and Campbell, 1983;
Weiss et al., 1967

Adapted from the Wounded
Warriors project survey
(Franklin et al., 2010)

2007 President’s Commission
on Care for America’s
Returning Wounded Warriors

Invisible Wounds survey
(Schell and Marshall, 2008)

Financial strain measure;
Vinokur and Caplan (1987)



Outcome/Area

Description

Measure and Supporting
Citations

Housing situation

Evaluation of Air Force
Wounded Warrior program

Evaluation of Air Force
Recovery Care
Coordinator program

Services and benefits
received from other
programs, services and
benefits most desired

Current living situation (homeless/at-risk of
becoming homeless/not homeless)

Airman’s contact with AFW2; help and
services the airman has received from
AFW?2; perceptions of AFW2's
effectiveness and helpfulness and overall
satisfaction with AFW2; barriers to using
AFW2

Airman’s contact with RCC program; help
and services received; perceptions of
program effectiveness, helpfulness; overall
satisfaction with program

Services and benefits received from VA;
area in which respondent would most like
assistance (whether already receiving or
not); whether respondent has health
insurance

Wenzel, 2005; 2010 studies

Created for this project with
assistance from program
personnel

Created for this project with
assistance from program
personnel

Needs Assessment of New
York State Veterans (Vaughan
etal, 2011)

Sociodemographic and Service History Characteristics

To reduce respondent burden, sociodemographic and service history characteristics

were extracted from administrative data provided by the Air Force Personnel Center

(AFPC). These characteristics included gender, race/ethnicity, age, highest level of

education, component during active service, retired versus active status, AFSC grouping,

grade, number of previous deployments, the operation supported by the respondent’s

most recent deployment, duration of the respondent’s most recent deployment, years

since the respondent’s return from his or her most recent deployment, total active years in

the military, and years since the respondent retired from the Air Force. This information

was provided for the entire sample. Thus, Table 3.1 does include exemplars for the

variables that we did include on the survey when needed, but our main source of this type

of information was personnel records.
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4. Survey Results

This chapter provides an overview of the key findings from this analysis. Detailed
findings, when not presented here, may be found in Appendix C. The chapter begins by
describing those who participated in the survey. It then reports the survey results in the
areas of interest: mental health and substance abuse, physical health and medical care,
use of mental health services, interpersonal relationships, occupational functioning,
financial stability, housing, and evaluation of the AFW2 and AFRCC programs. In
general, we report statistics for single variables and provide both a point estimate and
confidence intervals around that point estimate. Confidence intervals have a wider range
between upper and lower bounds when sample sizes are smaller, and the estimate has less
precision.'

Participants in the Survey

As noted earlier, skip patterns were used to minimize respondent burden.
Approximately 120 items were seen by all participants. Participants were considered to
have a “complete” survey if they had completed at least half of these items (459 of 493
entrants did so and are considered “completers”). Thus, our response rate was
53 percent.” Some items were seen by all, such as the items assessing PTSD and MDD
symptoms, and may be considered essential information. For those items, approximately
6 percent of survey entrants were missing all the items assessing PTSD; likewise,
approximately 7 percent of entrants were missing all items assessing MDD. For those
who had received and, hence, rated AFW2 services, individual items missing ranged
from 5 to 8 percent. Items missing on three general mental health treatment items were
also about 7 percent and up to about 8 percent for the employment status item. Of those

! Confidence intervals (CIs) help convey the uncertainty that is found in any estimate. Their interpretation
is as follows: For the 95-percent Cls that we report, if we measured the same variables in the same way
from the same population, in 95 percent of those samples our results would fall within the upper and lower
bound we report. In cases where our analyses rest on small sample sizes, there is greater uncertainty in our
estimates, and our confidence intervals are wider. For analyses with larger sample sizes, our estimates can
be more precise, and our confidence intervals may be quite narrow. When we report that groups are
“significantly different,” the point estimates for the groups are sufficiently different that even taking into
account the estimates’ uncertainty, the groups are different on that variable.

? Readers should be aware that nonresponse bias may still be of concern, but 53 percent compares
favorably to other response rates (see, e.g., Baruch, 1999, who reported declines in average response rates
over the years such that the average in 1995 was 48.4 percent; Newell et al., 2004, reported similar declines
for military surveys). However, a comparison of respondents to nonrespondents based on administrative
data available on the population revealed no substantive differences.
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who entered the survey and had missing data, 61 percent were missing only one item,
while an additional 18 percent were missing two. Approximately 6 percent of completers
were missing one or more of the items assessing PTSD. Likewise, approximately 3
percent of completers were missing one or more of items assessing MDD. For those who
had received and, hence, rated AFW2 services, individual items missing ranged from 4 to
7 percent. Missing items on three general mental health treatment items were less than

1 percent and just over 1 percent for the employment status item. Overall, these results
show that missing data were not a systematic problem. We did not use imputation for
missing data because the problem did not seem to be extensive and because we report
primarily univariate statistics for which small amounts of missing data would not be a
cumulative problem—as they might be for multivariate analyses.

Given the availability of administrative data on the population of identified Air Force
wounded warriors, we were able to compare survey completers with those who did not
respond to the survey on a wide array of sociodemographic and service history
characteristics to assess any possible nonresponse bias. Population values (proportions
and means) were within the limits of the 95 percent confidence intervals around the point
estimates for the sample of airmen who completed the survey on all variables except for
highest level of education (i.e., college degree or higher), number of years spent on active
duty in the military, and age. Airmen with a college degree or higher were slightly
overrepresented in the sample of survey completers relative to the larger population. In
addition, airmen who completed the survey had spent approximately one more year on
active duty in the military and were older than airmen in the larger population by
approximately one year. These differences, while statistically significant given our large
sample size, were not substantively meaningful. Overall, the sample of survey completers
closely resembled the larger population of medically retired and active-duty airmen
served by the Air Force Wounded Warrior Program on these administrative variables.
Thus, there is little evidence from this analysis to indicate that airmen who answered our
survey differed from those who did not. Accordingly, the creation of poststratification
weights was deemed unnecessary. See Appendix C for detailed information on the
comparison.

Table 4.1 shows the characteristics of those who did respond to our survey. Our
participants were largely male, white, married, and enlisted servicemembers, and mostly
from the active component. Most, though not all, had been deployed; this reflects AFW2
eligibility, which includes those injured through combat-related activities such as
training. The majority of our participants were classified as medically retired.

Benefits eligibility for this population is somewhat complicated. Most active-duty
personnel (and reservists/guardsmen on active-duty status) are enrolled in TRICARE
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Prime and generally use military treatment facilities,” though in some situations they may
see civilian providers. Active-duty personnel may also be referred to VHA facilities for
certain types of care (such as polytrauma or spinal cord injuries) and may self-refer to
Vet Centers for readjustment counseling.* Reservists or guardsmen not currently on
active-duty status may be eligible for VA health benefits, have health insurance through
their own or their spouses’ civilian employer, or pay to enroll in TRICARE Reserve
Select. Veterans can be eligible for care at VHA facilities, though enrollment is not
automatic, and prioritization is variable.” Depending on what disability rating they were
given by the military when retiring, veterans may also be eligible for a TRICARE variant
or be covered by their own or their spouses’ employer-based health insurance.

In general, however, active component airmen, reservists and guardsmen, and retirees
may be considered to fall within the umbrellas of different, though in some cases
overlapping, systems of care: the military treatment facility for active-duty active
component, civilian care for reservists and guardsmen, and the Veteran’s Health
Administration (VHA) system for veterans/retirees. Thus, we created groups to roughly
categorize respondents by a variable we refer to as duty status and enable exploration of
potential differences among the groups, associated as they are with different suites of
benefits and resources: active-duty, active component airmen; current reservists and
guardsmen; and retirees.

Table 4.1. Respondent Characteristics (N = 459)

Characteristic n Percentage
Retired 284 61.9
Male 394 85.8
White 357 77.8
Married 314 68.4
College degree or higher 96 20.9
Enlisted 393 85.6
Component

Active Duty 320 69.7

Reserve 65 14.26

Guard 73 15.9

3 For more information on TRICARE variants and eligibility, see
http://www.tricare.mil/Welcome/Eligibility.aspx

4 . . .
For more information on Vet Centers, see http://www.vetcenter.va.gov/index.asp

> For more information on eligibility for VA medical care, see
http://www.va.gov/healthbenefits/apply/veterans.asp. For more information on priority groups, see
http://www.va.gov/healthbenefits/resources/priority groups.asp
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Characteristic n Percentage

Number of deployments

0 47 10.2
1 169 36.8
2o0r3 188 41.0
4 or more 55 12.0
Separation pre-2008 86 18.7
M SD
Most recent deployment length 4.63 2.82
(months)
Years returned from recent 419 2.07
deployment
Total active years in military (active 12.38 6.63
duty only)
Years since most recent AF 1.79 2.23
separation
Age 36.38 9.08

NOTES: 17 percent of the population (versus 21 percent of sample) had at least a college degree as their
highest level of education.

Mean=11.03 active years in the military among the population (versus 12.38 years for sample).

Mean age=34.87 of population versus 36.38 of sample.

According to data from the AFW2 program, 29 percent of the population indicated a primary disability related
to physical injury; 71 percent indicated a primary disability related to a psychiatric diagnosis, namely PTSD
(70 percent) or some other psychiatric diagnosis (1 percent).

Mental Health and Substance Abuse

As noted in the previous chapter, many of our population were included in the AFW2
program because of mental health concerns. Information provided by the Air Force
Disability Office records, available for 826 members of our population, suggested
similarly high rates of PTSD (74 percent) and high rates of depression or related
diagnoses (26 percent). Thus, it is not surprising that our survey found that slightly more
than three-quarters of respondents screened positive for current (past month) PTSD on
the PCL, and three-quarters of respondents screened positive for current (past two weeks)
MDD on the PHQ-8. Table 4.2 displays these results in more detail.

Table 4.2. Positive Screens for PTSD and MDD (N = 459)

Condition N Percentage 95% CI LL 95% CI UL
Screen positive for PTSD 359 78.2 74.4 82.0
Screen positive for MDD 342 74.5 70.5 78.5

NOTE: CI = confidence interval; LL = lower limit; UL = upper limit.
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Given that many of our participants were retired, we examined whether the odds of
screening positive for PTSD or MDD declined or increased significantly as a function of
the number of months since the airman had retired. Two binary logistic regression models
were estimated among the subset of retired airmen (n = 284) to predict screening positive
for PTSD and screening positive for MDD; the number of months since retirement served
as the sole predictor. These analyses indicated that airmen who had retired less recently
(i.e., longer ago) had significantly lower odds of screening positive for PTSD (OR =
0.985, 95-percent CI [0.973, 0.996]). In contrast, the number of months since retirement
did not significantly predict the odds of screening positive for MDD (OR = 0.997, 95-
percent CI [0.987, 1.007]). To facilitate interpretation of the association between months
since retirement and screening positive for PTSD, we computed recycled predictions
(Graubard and Korn, 1999; Setodji et al., 2012) to translate the odds ratio into the
predicted probability of screening positive for PTSD at one-year intervals. The predicted
probabilities of screening positive for PTSD were as follows: Less than one month ago
(i.e., 0 months since retirement), 89 percent; one year ago, 87 percent; two years ago, 85
percent; three years ago, 83 percent; and four years ago, 80 percent.

We also examined the extent to which positive screens for PTSD and MDD varied by
duty status. Significant differences across the three groups were found for screening
positive for PTSD (3°[2] = 16.88, p < 0.001) and screening positive for MDD (y’[2] =
13.62, p <0.001). Follow-up pairwise tests revealed that, relative to active-duty airmen,
of whom 66 percent screened positive for PTSD, significantly higher proportions of
airmen in the Reserve and Guard (90 percent) and retired (82 percent) airmen screened
positive (Reserve and Guard versus active duty: (x’[1] = 9.26, p < 0.01); retired versus
active duty: (x’[1] = 12.66, p < 0.001); retired airmen did not differ significantly from
airmen in the Reserve and Guard. A similar pattern of results was found with respect to
screening positive for MDD, such that airmen in the Reserve and Guard (92 percent) and
retired (77 percent) airmen were significantly more likely to screen positive for MDD
relative to active-duty airmen (65 percent) (Reserve and Guard versus active duty: (x’[1]
=10.94, p < 0.001); retired versus active duty: (64 percent; ¥’[1] = 6.83, p <0.01). In
addition, airmen in the Reserve and Guard were significantly more likely to screen
positive for MDD than were retired airmen (Reserve and Guard versus retired: ¥’[1] =
4.20, p <0.05). Thus, airmen enrolled in the AFW2 program who were still active duty,
active component at the time of our survey indicated experiencing fewer and/or less
severe symptoms of PTSD or MDD than did airmen who were already retired, or
currently in the Reserve and Guard. Figure 4.1 shows the contrast clearly.
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Figure 4.1. Positive Screens for PTSD and MDD, by Current Duty Status
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As noted in the literature, PTSD and MDD may often be comorbid with substance
use. As shown in Table 4.3, roughly one-quarter of respondents reported that they did not
consume any alcohol in the past year. Roughly 40 percent of respondents screened
positive for alcohol misuse in the past year based on the AUDIT-C, which is somewhat
higher than the roughly 37 percent rate for males and 24 percent rate for females that
would be anticipated based on National Epidemiologic Survey on Alcohol and Related
Conditions (NESARC) data (i.e., based on general population rates adjusted for the age
and gender characteristics of our sample).® However, note that the NESARC population
estimate for males falls within the confidence intervals of our estimate (lower bound
36 percent, upper bound 45 percent), so the small difference is unlikely to be meaningful.
Respondents were also asked about their use of any illicit drugs during the past year.’

% we present age- and gender-adjusted estimates of alcohol misuse in the general population based on
NESARC data to provide a point of reference for the interpretation of rates of alcohol misuse in the current
sample. There are other factors that are known to affect alcohol misuse (e.g., highest level of education,
race/ethnicity) for which no adjustment was made in our comparison estimates. Thus, the comparison of
rates of alcohol misuse (and other characteristics and conditions presented subsequently in this chapter,
e.g., marital status, unemployment) in the current sample to those in the general population is limited by the
lack of adjustment for other relevant factors.

7 Because alcohol and drug use are particularly sensitive topics to assess in military populations, where
known alcohol or drug use can lead to job loss, we expended extra effort to protect the confidentiality of
individual responses and to communicate the extent of these protections to respondents prior to their
completing the survey. These efforts were designed to safeguard respondents’ information to the fullest
extent possible and to minimize distortion of reports of alcohol and drug use. We obtained a Certificate of
Confidentiality from the National Institute of Mental Health (NIMH), which guards against forced
disclosure of data in the event of subpoena. We also implemented a MOU with the Air Force in which the
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Specifically, respondents reported on whether they had used marijuana; other illicit drugs
such as cocaine, opium, amphetamines, or Ecstasy (MDMA, or 3,4-methylenedioxy-N-
methylamphetamine); or prescription medication not prescribed by a physician or taken
other than as prescribed. Illicit drug use was much less common than alcohol use, with
slightly less than 15 percent of respondents reporting any illicit drug use over the past
year. Between 5 and 10 percent of respondents reported use of marijuana or prescription
medication other than as prescribed. The reported rates of marijuana use, again, are
slightly higher than age- and gender-adjusted rates based on NESARC data, which would
lead us to anticipate a rate of 6.8 percent.

Table 4.3. Rates of Alcohol and lllicit Drug Use in the Past 12 Months (N = 459)

Alcohol or Substance 95% 95%
Use N Percentage CILL ClUL
Abstinence from 117 25.5 21.5 29.5
alcohol consumption

Positive screen for 187 40.7 36.3 45.2
alcohol misuse

Any illicit drug use 65 14.2 11.0 17.4
Marijuana use 39 8.5 6.0 111
Prescription medication 34 7.4 5.0 9.8
used other than as

prescribed

NOTE: CI = confidence interval; LL = lower limit; UL = upper limit.

Physical Health and Medical Care

Screening for Traumatic Brain Injury

Given the frequency with which TBI has been found to occur in the combat injured,
we screened for this issue. Respondents completed the BTBIS, a brief screener designed
to assess whether the individual had experienced an event during deployment or
deployment-related activities consistent with a traumatic brain injury. First, respondents
were asked whether they had sustained any injuries from a fragment, bullet, vehicular
accident, fall, explosion (e.g., improvised explosive device [IED]), or something else.
Table 4.4 shows that nearly 90 percent of respondents reported experiencing such a

Air Force agreed not to attempt to reverse-engineer respondents’ identities and affirmed understanding of
RAND’s exclusive ownership of individual-level data. Prospective respondents were informed of these
additional layers of protection of confidentiality during the informed consent process prior to deciding
whether to participate in the survey. Moreover, survey questions on alcohol and drug use were immediately
preceded by a reminder that all responses would be kept confidential. In spite of these efforts, however, it is
nonetheless possible that reports of alcohol or drug use are underestimates of the true extent of alcohol and
drug use in this population.
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deployment-related injury. To determine whether the injury may have been a TBI,
respondents were next asked if the injury had resulted in being dazed, confused, or seeing
stars; not remembering the injury; or loss of consciousness for any duration. Respondents
who reported having experienced an injury with any one of these outcomes were
considered to screen positive for the occurrence of a possible TBI. Nearly three-quarters
of respondents screened positive for a possible TBI sustained during deployment or
related activities. However, it should be kept in mind that a positive screen may not
indicate symptoms persistent enough to warrant a medical diagnosis, care, or enduring
impairment. Indeed, according to AFW2 program information, the proportion of
individuals who are ultimately included in its system for physical injuries on the basis of
a TBI overall is relatively small. Moreover, evidence suggests that most individuals who
have had a TBI experience an injury that falls into the mild TBI category (Defense and
Veterans Brain Injury Center, 2013). In addition, the literature suggests that individuals
who experience a mild TBI recuperate fairly soon (within three months to a year), with
few persistent effects (see Rohling et al., 2011, for a meta-analytic review).

Table 4.4. Positive Screens for Injuries and Possible TBI Sustained During Deployment or
Deployment-Related Activities (N = 459)

Injury N Percentage 95% CI LL 95% CI UL

Injury from a fragment, bullet, vehicular 413 90.0 87.2 92.7
accident, fall, explosion (e.g., IED), or

something else during deployment or

related activities

Positive screen for TBI 337 73.4 69.4 77.5

NOTE: CI = confidence interval; LL = lower limit; UL = upper limit.

General Physical Health

We also assessed respondents’ physical health using the General Health and Role
Limitations based on Physical Health subscales from the SF-36, a well-validated and
widely used measure of physical health and functioning (Hays et al., 1993; Ware et al.,
1993). Higher scores on the General Health and Role Limitations subscales indicate,
respectively, better general health and fewer problems performing work or other activities
because of poor physical health. As context for interpretation of scores on these
subscales, average (mean) scores were 56.99 (SD = 21.11) on the General Health and
52.97 (SD =40.78) Role Limitations subscales, in a sample of adult patients with chronic
illnesses (hypertension, diabetes, coronary heart disease, and depression) (Hays et al.,
1993). As shown in Table 4.5, on average, respondents in our sample had relatively low
scores on both subscales, suggesting that they perceive themselves to be in relatively poor
health and to have significant role limitations because of physical functioning. However,
it is worth noting that respondents’ scores on both subscales were variable. Despite
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relatively low average scores on the General Health and Role Limitations subscales,
several respondents did report more positive perceptions of their physical health and
fewer role limitations due to physical functioning.

Table 4.5. Current Physical Health (N = 459)

Standard 95% CI

Subscale Mean Deviation LL 95% CI UL
General Health 37.02 24.25 34.8 39.3
Role Limitations due to Physical Health 24.85 33.88 21.7 28.0

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. General Health and Role Limitations
Due To Physical Health are subscales of the SF-36 that were scored according to the RAND method (Hays
et al., 1993). For both subscales, possible scores range from 0 to 100, with higher scores on General Health
indicating better overall health, and higher scores on Role Limitations due to Physical Health indicating
fewer role limitations due to physical health.

Respondents were also asked about their receipt of medical care (any type of care, not
just mental health services) from the VA since their return from their most recent
deployment or deployment-related activities. Nearly three-quarters of respondents
reported having received VA health care since returning from their most recent
deployment or deployment-related activities. When asked whether medical care would be
helpful, regardless of whether it had been received, nearly all respondents affirmed that it
would be helpful. These findings are displayed in Table 4.6. Further information on
insurance status and other health-related issues may be found in Appendix C.

Table 4.6. Medical Care Utilization and Desire and Health Insurance
Status and Need (N = 459)

95% 95%
N Percentage CILL ClUL
Medical care received at any VA facility since return 339 73.9 69.8 77.9
from most recent deployment or deployment-related
activities
Medical care would be helpful (regardless of whether 428 93.3 91.0 95.5

it has been received)

NOTE: CI = confidence interval; LL = lower limit; UL = upper limit.

Mental Health Services Utilization, Barriers, and Preferences

Given the known mental health concerns of the population as well as the findings
regarding current symptoms for mental health conditions, mental health service use is of
vital concern for the Air Force’s wounded warriors. Respondents were asked a series of
questions about their use of mental health services during the past year. Of primary
interest were those participants who screened positive for PTSD or MDD, or both; these
participants made up roughly 83 percent of the sample, or 382 participants. These are the
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participants whom we have reason to believe have mental health care needs, based on the
screeners included in our survey.® As shown in Figure 4.2, of those individuals (n = 382),
93 percent received mental health services (i.e., medication, talk therapy, other) for stress,
emotional, alcohol, drug, or family problems during the past year), which is quite high.
Of those who screened positive for PTSD or MDD and received care (n = 356), 84
percent received both medication and therapy. However, of those who screened positive
for PTSD or MDD and received some type of mental health treatment at some point
during the past year, approximately half indicated that they had desired professional help
at some point in the same time period but had not received it. Thus, despite the high
mental health service usage rates observed overall, it appears that the experience of not
receiving mental health services at a particular point in time was relatively common. This
could include both people who sought care and were unable to get it as well as those who
considered seeking care but did not because of an anticipated barrier. Note also that a
year is a broad time span, and it is possible that those who reported that they desired care
but did not receive it ultimately did get care, just not when they wanted it. The item we
used speaks to the perception of lack of access from the airmen’s perspective. More detail
on the items themselves and overall responses may be found in Appendix C.

Figure 4.2. Service Utilization and Need for Those Who Screened
Positive for PTSD or MDD
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We examined differences in the receipt of any mental health services during the past
year and receipt of both medication and therapy compared with only medication, only

8 Note that airmen may also be experiencing mental health symptoms and disorders for which we did not
screen. Fewer than five airmen were missing the information on MDD and PTSD; we excluded them from
the analyses reported below because we had no information on their mental health needs.
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therapy, or neither medication nor therapy across current duty status. There were
significant differences across the three groups in receipt of any mental health services
during the past year (y°[2] = 16.81, p < 0.001). Figure 4.3 shows the percentages of
airmen of each type of duty status who reported having received mental health services
during the past year, for any mental health services and both medication and therapy.

Figure 4.3. Receipt of Past-Year Mental Health Services, by Duty Status
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Follow-up pairwise tests of the three groups on the receipt of any mental health
services revealed that airmen in the Reserve and Guard and retired airmen were more
likely than active-duty airmen to have received mental health services in the past year
(retired versus active duty: °[1] = 12.00, p < 0.001; Reserve and Guard versus active
duty: y’[1] = 8.82, p < 0.01.) However, receipt of any mental health services during the
past year was not significantly more common among airmen in the Reserve and Guard
than among retired airmen (p > 0.05).

There were also significant differences by duty status in the receipt of both
medication and therapy during the past year compared with the receipt of only
medication, only therapy, or neither medication nor therapy (x*[2] = 17.55, p < 0.001).
Receipt of both medication and therapy was significantly more common among airmen in
the Reserve and Guard relative to retired airmen (xz[l] =8.55,p<0.01) and, in turn,
significantly more common among retired airmen relative to active-duty airmen (y’[1] =
5.81, p <0.05). These findings may reflect appropriate help-seeking and receipt of
services given higher reported symptoms. Our cross-sectional data cannot truly speak to
causality, and multiple possibilities exist, including the possibility that the medication
and therapy are provided for conditions other than PTSD or other mental health ailment.
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Barriers to Treatment

Respondents were asked about several possible barriers to mental health services
utilization. Respondents who indicated that there had been a time in the past year when
they desired but did not receive mental health services were asked which concerns had
prevented them from obtaining professional help.” Respondents who indicated that there
had not been a time in the past year when they desired but did not receive mental health
services were asked which concerns would prevent them from seeking professional help
if they desired it in the future.

Barriers generally fall into three major categories: logistical, which concerns
challenges associated with getting to treatment; institutional and cultural, which refers to
concerns about how knowledge of receipt of mental health services could adversely affect
one’s career or relationships with friends, family, and coworkers if others found out that
the airman had received or were currently receiving services; and beliefs about and
preferences for treatment.

As shown in Table 4.7, among respondents who had desired help but had not received
it at some point in the past year, the most commonly endorsed barriers were concerns
about being less respected by friends, family, or coworkers; concerns about the
confidentiality of treatment; difficulty scheduling an appointment; concerns about
possible harm to one’s career; and negative beliefs about the effectiveness of available
treatments and side effects of medication. Logistical barriers, such as difficulty
identifying a mental health care provider or getting child care or time off of work, were
endorsed by approximately one-third of respondents. Cost of care, transportation
difficulties, and concerns about loss of contact with or custody of children were the least
frequently endorsed barriers, selected by a fifth or less of respondents. Unsurprisingly,
respondents who indicated that there had not been a time in the past year when they
desired but did not receive mental health services, i.e., who did not go without desired
help, endorsed the various potential barriers at a far lower rate overall. Their most
frequently endorsed barrier was that medications have too many side effects.

9 . . . .

The actual survey question used to determine whether there had been a time in the past year when
respondents desired but did not receive mental health services was: “In the last 12 months, was there ever a
time when you wanted to get professional help for stress, emotional, alcohol, drug, or family problems but
did not?”
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Table 4.7. Barriers to Mental Health Services Utilization (N = 459)

Desired help but did not receive it

Did not go without desired help

. (N =199) (N = 257)
Type of Barrier 95% Cl  95% Cl 95% Cl  95% CI
N Percentage LL UL N Percentage LL UL
Logistical

Difficulty scheduling an 98 49.3 42.3 56.2 54 21.0 16.0 26.0
appointment (VA, MTF, and/or
civilian setting)

Not knowing where to get help or 69 34.7 28.1 41.3 29 11.3 7.4 15.2
whom to see

Difficulty getting child care or time 58 29.2 22.8 35.5 47 18.3 13.6 23.0
off of work

Difficulty paying for mental health 40 201 14.5 25.7 47 18.3 13.6 23.0
treatment

Difficulty arranging transportation 30 15.1 10.1 20.1 27 10.5 6.8 14.3
to treatment

Institutional and cultural

Concerns that friends, family, or 105 52.8 45.8 59.7 40 15.6 11.1 20.0
coworkers would respect
airman less

Concerns about confidentiality of 101 50.8 43.8 57.7 52 20.2 15.3 25.2
treatment

Professional help could harm 96 48.2 41.3 55.2 56 21.8 16.7 26.8
airman’s career

Potential loss of contact or 27 13.6 8.8 18.3 22 8.6 5.1 12.0
custody of children

Beliefs about and preferences for treatment

Perceived ineffectiveness of 95 47.7 40.8 54.7 60 234 18.2 28.5
mental health treatments
available to airman

Medications have too many side 90 45.2 38.3 521 87 33.9 28.1 39.6
effects

Other reason not mentioned 98 49.3 42.3 56.2 44 17.1 12.5 21.7

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.
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The primary focus of intervention is on those individuals who reported a barrier.
Thus, we probed further among these respondents, examining whether airmen in the
Reserve and Guard, retired airmen, and active-duty airmen differed significantly from
each other in their endorsement of barriers to mental health treatment.'’ Although doing
so does not isolate the system of care where the problem occurred, given the way we
asked the questions, it can help point to the direction of concern. There were three
barriers for which there were significant differences by duty status: not knowing where to
get help (x’[2] = 10.67, p < 0.01); concerns that one’s friends, family, and coworkers
would respect one less (x’[2] = 9.1, p < 0.05); and concerns about harm to one’s career
(x’[2]=17.77, p < 0.001.) The percentages of airmen of each duty status who endorsed
these three barriers are shown in Figure 4.4. There were no significant differences by
duty status for any of the other barriers to mental health treatment (all p’s > 0.05).

Follow-up pairwise tests to determine which groups differed from each other on the
barriers for which there were significant differences indicated that airmen in the Reserve
and Guard were more likely to report not knowing where to get help or whom to see for
help as a barrier to receiving mental health services than active-duty airmen (Xz[l] =6.77,
p <0.01) and retired airmen (y°[1] = 10.43, p < 0.01); active-duty and retired airmen did
not differ significantly from each other in their endorsement of this barrier (p > 0.05).
Follow-up pairwise tests on concerns that others would respect the airman less indicated
that airmen in the Reserve and Guard more commonly endorsed this concern than did
retired airmen (x*[1] = 8.08, p < 0.01); airmen in the Reserve and Guard did not differ
significantly from active-duty airmen in their endorsement of this concern, nor did active-
duty airmen differ significantly from retired airmen in their endorsement of this concern
(p’s > 0.05). Concerns about harm to one’s career were more frequently endorsed by
airmen in the Reserve and Guard and active-duty airmen relative to retired airmen
(Reserve and Guard versus retired airmen: x’[1] = 8.47, p < 0.01; active-duty versus
retired airmen: y°[1] = 13.13, p < 0.001). Airmen in the Reserve and Guard did not differ
significantly from active-duty airmen in their endorsement of this barrier (p > 0.05).
Thus, those who were current rather than retired airmen tended to endorse greater cultural
and institutional concerns. Additionally, it appears that reservists and guardsmen may
experience some confusion regarding resources that they can utilize.

10 Among Airmen who had desired but not received treatment at some point during the past year (n = 199),
the cell sizes for current duty status are: retired Airmen (n = 127), active-duty Airmen (n = 49), Reserve
and Guard (n = 23).
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Figure 4.4. Differences in Mental Health Treatment Barriers, by Current Duty
Status (N = 199)
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Consideration of barriers invokes the question of where these barriers were
experienced. In general, active component airmen, reservists and guardsmen, and retirees
may be considered to fall under the umbrellas of different though overlapping systems of
care: the MTF for active-duty active component, civilian care for reservists and
guardsmen, and for our population of veterans with combat-related injuries (note that this
includes active-duty airmen as well as reservists and guardsmen, because our sample by
definition consists of those with combat-related injuries), the Veterans Affairs Health
Administration. However, our analyses show that for airmen in our study strict
differentiation by these systems of care did not occur. Relatively comparable proportions
of respondents reported having received mental health treatment in a MTF, VHA facility,
or civilian facility; roughly half of the respondents had been seen in an MTF or civilian
setting, and a little more than half had been treated in a VHA facility (see Table 4.8). In
fact, over half of the respondents (52.9 percent; 95-percent CI [48.4, 57.5]) reported
having received mental health treatment in two or more types of settings during the past
year.

Table 4.8. Mental Health Services Utilization in the Past 12 Months (N = 459)

95% ClI 95% ClI

Mental Health Services Setting N Percentage LL UL
Military treatment facility 221 48.2 43.6 52.7
VHA facility 266 58.0 53.4 62.5
Civilian facility 231 50.3 45.8 54.9

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit; VHA = Veterans Health Administration.

We also explored differences in the settings in which mental health treatment was
received during the past year by current duty status to see if this illuminated the systems
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of care. Table 4.9 shows the percentages of retired airmen, active-duty airmen, and
airmen in the Reserve and Guard who were seen by providers in civilian settings, VHA
facilities, and MTFs. There were no differences by duty status in receipt of mental health
services in a civilian setting (p > 0.05). However, there were significant differences by
duty status on receipt of mental health services in a VHA facility (y°[2] = 98.56, p <
0.0001), such that retired airmen and airmen in the Reserve and Guard were more likely
than active-duty airmen to report having received mental health services in a VHA
facility (retired versus active duty: ¥’[1] = 96.42, p < 0.0001; Reserve and Guard versus
active duty: x’[1] = 32.33, p <0.0001). Retired airmen and airmen in the Reserve and
Guard did not differ significantly from each other in the frequency with which they
reported having received treatment in a VHA facility (p > 0.05). There were also
significant differences by duty status on receipt of mental health services in an MTF
(x’[2] = 32.41, p < 0.0001), such that active-duty airmen and airmen in the Reserve and
Guard more commonly reported having received treatment in an MTF than retired airmen
(active duty versus retired: ¥’[1] = 27.0, p < 0.0001; Reserve and Guard versus retired:
v’[1]1=11.83, p <0.001). Active-duty airmen and airmen in the Reserve and Guard did
not differ significantly from each other in the frequency with which they reported having
received mental health services in an MTF (p > 0.05). However, even with these
differences, the evident overlap in systems of care for these respondents makes it difficult
to determine the treatment settings to which the barriers reported are most relevant.

Table 4.9. Mental Health Treatment Settings, by Current Duty Status (N = 459)

Current Duty Status N Percentage 95% CI LL 95% CI UL
Civilian setting
Retired (n= 284) 145 511 45.2 56.9
Active duty (n = 127) 57 44.9 36.2 53.5
Reserve and Guard (n = 48) 29 60.4 46.6 74.3
VHA
Retired (n= 284) 208 73.2 68.1 78.4
Active duty (n = 127) 26 20.5 13.5 27.5
Reserve and Guard (n = 48) 32 66.7 53.3 80.0
MTF
Retired (n= 284) 107 37.7 32.0 43.3
Active duty (n = 127) 83 65.4 57.1 73.6
Reserve and Guard (n = 48) 31 64.6 51.1 78.1

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit; VHA = Veterans Health Administration;
MTF = military treatment facility.
Preferred Setting

In addition to asking general questions regarding where care was received, all
respondents were asked what their preferred setting for mental health treatment would be
if cost were not an issue. Given the choice of receiving treatment from a private, civilian
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provider; a VA facility; an MTF; or none of these options, slightly over half of the
respondents expressed a preference for receiving treatment from a private, civilian
provider, as displayed in Table 4.10. Just under one-third of the respondents indicated a
preference to receive mental health treatment in a VA facility. An MTF was the least
commonly chosen setting, selected by just over one-tenth of respondents.

Respondents were also asked what their preferred #ype of mental health treatment
would be if cost were not an issue. More than twice as many respondents chose some
type of counseling or talk therapy over medication prescribed by a health care provider.
Note that this also may be considered to echo the concerns stated by many in the barriers
section regarding concerns about medication side effects. Only 10 percent of respondents
indicated that they would want neither medication nor therapy.

Table 4.10. Mental Health Services Preferences (N = 459)

95% ClI 95% ClI

N Percentage LL UL
Preferred mental health services setting
Private, civilian provider 235 51.2 46.6 55.8
VA facility 146 31.8 27.6 36.1
Military treatment facility 52 11.3 8.4 14.2
None of these 10 2.2 0.1 3.5
Preferred type of mental health service
Some type of counseling or talk therapy provided by a 277 60.4 55.9 64.8
mental health specialist
Medication prescribed by a health care provider 111 24.2 20.3 28.1
Neither medication nor therapy 48 10.5 7.7 13.3

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.

Variation by duty status in preferences for different settings was also examined.
There were no differences in preferences for MTFs as a function of duty status, p > 0.05.
However, there were significant differences in preferences for VHA facilities (y2[2] =
28.99, p <0.0001) and for civilian providers (y2[2] = 13.53, p <0.01) across duty status.
Airmen in the Reserve and Guard and retired airmen were more likely to prefer VHA
facilities relative to active-duty airmen (Reserve and Guard versus active duty: ¥2[1] =
12.66, p <0.001; retired versus active duty: ¥2[1] = 28.59, p <0.0001). Conversely,
active-duty airmen were more likely than airmen in the Reserve and Guard and retired
airmen to prefer civilian providers (active duty versus Reserve and Guard: ¥2[1] = 7.08,
p <0.01; active duty versus retired: ¥2[1] = 12.09, p < 0.01). Airmen in the Reserve and
Guard and retired airmen did not differ significantly from each other in their preferences
for VA or civilian providers, p’s > 0.05. Provider preferences by duty status are presented
in Figure 4.5.
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Figure 4.5. Preferred Settings for Mental Health Treatment (N = 459)
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We sought to understand the characteristics of airmen who preferred civilian
providers. To this end, we examined the utility of sociodemographic and service history
characteristics and perceived barriers to mental health treatment as predictors of civilian
provider preferences in a multivariate logistic regression model. We included
sociodemographic and service history characteristics and all mental health treatment
barriers assessed in the survey as predictors in the model.

The final multivariate regression model included duty status, which was modeled as
two dummy variables where retired airmen served as the reference group, officer (versus
enlisted), gender, marital status, race/ethnicity modeled as three dummy codes (Hispanic,
non-Hispanic black, and non-Hispanic other race/ethnicity) where non-Hispanic white
served as the reference group, age, and all of the mental health treatment barriers shown
in Table 4.11, which presents results of the final multivariate regression model. As
shown, airmen who were active duty (versus retired) and endorsed difficulty paying for
mental health treatment, concerns about the effectiveness of available treatments, and
concerns about the confidentiality of treatment had significantly greater odds of
preferring civilian providers.''

"' We also examined the same set of predictors of preferences for civilian providers in the subset of 199
Airmen who reported having desired but not received mental health treatment at some point during the past
year. The only predictors that were significant at p < 0.05 in this subset of airmen were difficulty paying for
mental health treatment (OR = 2.86, 95-percent CI [1.02, 8.00]) and concerns about confidentiality of
treatment (OR = 2.41, 95-percent CI [1.08, 5.36]).
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To facilitate interpretation of the model results, we computed recycled predictions to
translate the odds ratios for each of the statistically significant mental health treatment
barriers into the predicted probability of preferring civilian providers among airmen who
did and did not endorse the barrier while all other predictors in the model were held
constant at their average values. Among airmen who endorsed difficulty paying for
mental health treatment, the predicted probability of preferring civilian providers was
0.67 (95-percent CI [0.55, 0.79]); among those who did not endorse difficulty paying for
mental health treatment, the predicted probability of preferring civilian providers was
0.49 (95-percent CI [0.43, 0.55]). Among airmen who endorsed concerns about the
effectiveness of available treatments, the predicted probability of preferring civilian
providers was 0.61 (95-percent CI [0.52, 0.71]); by contrast, among airmen who did not
endorse concerns about the effectiveness of available treatment, the predicted probability
of preferring civilian providers was 0.48 (95-percent CI [0.41, 0.55]). Among airmen
who reported concerns about the confidentiality of treatment, the predicted probability of
preferring civilian providers was 0.70 (95-percent CI [0.60, 0.79]); among those who did
not endorse this type of concern, the predicted probability of preferring civilian providers
was 0.44 (95-percent CI [0.37, 0.51]). These results suggest ongoing concerns regarding
the effectiveness of available treatments and the stigma associated with seeking treatment
among airmen, particularly those who are active-duty Air Force members. These
concerns may drive some of the reported preference for civilian providers.
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Table 4.11. Final Multivariate Regression Model Predicting Civilian Provider
Preferences (N = 459)

Predictors OR 95% CI LL 95% CI UL
Active (versus retired) 2.34* 1.41 3.87
Reserve and Guard (versus retired) 0.91 0.43 1.94
Officer 1.71 0.87 3.36
Male 0.63 0.32 1.23
Married 0.68 0.43 1.09
Hispanic (versus white) 0.60 0.29 1.23
Black (versus white) 0.57 0.23 1.40
Other race/ethnicity (versus white) 0.85 0.18 4.11
Age 0.98 0.95 1.01
Not knowing where to go or whom to see 0.97 0.53 1.80
Difficulty arranging transportation to treatment 0.82 0.40 1.66
Difficulty getting child care or time off of work 1.26 0.70 2.28
Difficulty scheduling an appointment 0.94 0.56 1.58
Difficulty paying for mental health treatment 2.09* 1.14 3.82
Concerns that available treatments are not effective 1.72* 1.04 2.83
Medications having too many side effects 0.75 0.46 1.23
Concerns that friends, family, or coworkers would respect 1.33 0.74 2.40
airman less
Concerns about confidentiality of treatment 2.98* 1.66 5.35
Concerns about losing contact with or custody of children 0.48t 0.22 1.03
Concerns about harm to professional career 0.81 0.45 1.46
Other reason not mentioned 1.00 0.59 1.67

NOTES: OR = odds ratio; Cl = confidence interval; LL = lower limit; UL = upper limit. Note that in some
cases, skewed predictor variable proportions may limit the analyses’ power to detect significant relationships
(e.g., males are far more frequent in our population than females).The two degree-of-freedom joint test of
the dummy variables that coIIectivegy represented duty status as a predictor in the final multivariate
regression model was significant: x[1] = 11.47, p < 0.01.

*p<0.05. 1 p=0.06.

Interpersonal Relationships

Although to some extent information on marital status, number of dependents, etc.,
represents demographic information and may as such be included in personnel records,
these factors are more variable than some of the other demographic information we
obtained (i.e., rank at time of separation is unlikely to change, but marital and parental
status may change for a number of reasons). Given the large proportion of retirees whose
personnel records are not updated, we elected to ask questions regarding these factors in
the survey itself. As shown in Table 4.12, the majority of respondents were married. On
average, married respondents had been together for roughly 12-and-a-half years. Just
over one-fifth of respondents reported that they had no current exclusive relationship.
Less than one-tenth of respondents were married and living separately by choice,
cohabiting, or dating exclusively. Age and gender adjusted rates based on the November
2011 Census would suggest a population marital rate of 53 percent; thus, respondents
from our sample tended to be married more than would otherwise be expected.
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Approximately one-third (33.99 percent; 95 percent CI [29.65 percent, 38.32 percent])
reported having no dependent children under the age of 23; only about 15 percent
reported living alone (15.47 percent; 95 percent CI [12.16 percent, 18.78 percent]). See
Appendix C for other information regarding dependent children and household structure,
as well as perceived instrumental and emotional support.

Table 4.12. Current Relationship Status and Length of Current Relationship (N = 459)

Relationship Status Relationship Length (years)
Relationship 95% CI 95% CI 95% CI 95% CI
Status N Percentage LL UL M SD LL UL
Married and 285 62.1 57.7 66.5 12.57 8.60 11.57 13.58
living together or
living separately
due to separate
military
assignments
Married and 29 6.3 4.19 8.5 10.66 7.42 7.83 13.48
living separately
by choice
Cohabiting 19 4.1 2.3 6.0 4.43 4.26 2.38 6.49
Dating 19 4.1 2.3 6.0 1.67 1.35 1.00 2.34
exclusively
No current 101 22.0 18.2 25.78 N/A N/A N/A N/A
exclusive
relationship

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit; M = mean; SD = standard deviation; N/A
= not applicable.

To determine whom the airmen consider their key source of social support, they were
asked to identify the one individual “who most often helps you deal with problems that
come up.” The airmen were asked to select the relationship of this person to them from a
list of response options that included spouse or domestic partner, boyfriend or girlfriend,
child, parent/parent-in-law, sibling/sibling-in-law, other relative, a friend, or not
applicable (do not share problems with anyone). As shown in Table 4.13, nearly half of
respondents selected their spouse or domestic partner as their primary supporter. Just
over one-quarter of respondents indicated that they do not have a primary supporter, i.e.,
they do not share their problems with anyone. Minorities of respondents (i.e., less than 10
percent) named a friend, parent or parent-in-law, other relative, or boyfriend or girlfriend
as their primary supporter. Not having an identified primary supporter may be because of
a dearth of social support resources or a personal choice not to share problems. Hence,
the proportion of respondents reporting this status may or may not consider it a problem
that they do not have someone with whom to share. Nonetheless, it may be considered an
indicator of potential risk in terms of availability of social support resources.
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Table 4.13. Relationship of Primary Supporter to Airman (N = 459)

Relationship N Percentage 95% CI LL 95% CI UL
Spouse or domestic partner 214 46.6 421 51.2
Not applicable (don’t share 121 26.4 223 30.4
problems with anyone)

Friend 44 9.6 6.9 12.3
Parent/parent-in-law 40 8.7 6.1 11.3
Other relative 19 4.1 2.3 6.0
Boyfriend or girlfriend 15 3.3 1.6 49

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.

We also assessed whether the absence of a primary supporter, i.e., answering “not
applicable (don’t share problems with anyone)” in response to the question about the
individual to whom one most often turns for help with problems that come up, varied by
current duty status. There were no significant differences (p > 0.05) among the three
groups in the probability of not having a primary supporter.

Respondents were asked to report their level of relationship satisfaction with the
individual to whom they were married or, if not married, with the individual identified as
their primary supporter. Levels of relationship satisfaction were rated on a scale with
response options that ranged from 1 (very dissatisfied) to 5 (very satisfied). Table 4.14
shows respondents’ average levels of relationship satisfaction by relationship type. In
general, respondents tended to endorse high levels of satisfaction with their marriage or
primary supporter. Respondents who were married and living together or living
separately as a result of military assignments or who rated their level of satisfaction with
their primary supporter had average relationship satisfaction scores that were between a
four and a five. Not surprisingly, the one exception to this was respondents who were
separated from their spouse; this group’s average level of relationship satisfaction was
just under two, indicating dissatisfaction with their relationship.
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Table 4.14. Average Levels of Relationship Satisfaction with Marriage or Relationship with
Primary Supporter (N = 459)

95% Cl  95% CI

Relationship N M SD LL UL
Spouse
Married and living together or living separately due to 285 4.01 1.24 3.87 4.16
military assignments
Married and living separately by choice 29 1.59 1.30 1.09 2.08
Primary Supporter
Live-in domestic partner or boyfriend or girlfriend 21 4.24 0.89 3.83 4.64
Parent/parent-in-law 27 4.41 0.97 4.02 4.79
Other relative 12 417 1.19 3.41 4.92
Friend 29 4.66 0.61 4.42 4.89

NOTES: M = mean; SD = standard deviation; Cl = confidence interval; LL = lower limit; UL = upper limit.
Respondents who were not married and did not identify a primary supporter were skipped out of this
question.

Occupational Functioning

Approximately 41 percent of respondents indicated that they were employed full
time. While not a majority, this is the single largest group of respondents, as shown in
Table 4.15. Fully 25 percent indicated that they were disabled and not working, while the
comparative U.S. Bureau of Labor Statistics (BLS) U3 measure of unemployment (i.e.,
those who are seeking employment out of the total of those who are employed full or part
time plus those who are seeking employment) among these wounded warriors is 14
percent. This compares to the age and gender adjusted rate of 8.2 percent for November
2011 (BLS). Eleven percent reported not working by choice, while about 8 percent are
pursuing educational attainment.

Table 4.15. Current Employment Status (N = 459)

Current Employment Status N Percentage 95% CI LL 95% CI UL
Working full time 189 41.2 36.7 45.7
Disabled and not working 117 25.5 21.5 29.5
Not working and not looking for work (retired, 50 10.9 8.0 13.7

homemaker, or unemployed and not
looking for work)

Student (full or part time) 39 8.5 6.0 111
Unemployed and looking for work 35 7.6 5.2 10.1
Working part time 23 5.0 3.0 7.0
Unemployment rate based on BLS’ U3 35 14.2 9.8 18.5

measure of unemployment

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit; BLS = Bureau of Labor Statistics. The
category “not working and not looking for work” includes airmen who selected retired, homemaker, or
unemployed and not looking for work as their current employment status. The unemployment rate based on
the BLS U3 measure of unemployment is calculated as the number of individuals who are unemployed and
looking for work divided by the workforce, which includes all individuals who are working full time, working
part time, or are unemployed and looking for work.
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Note that this analysis includes those airmen who, according to personnel records, are
still listed as active component, active duty; we asked all airmen to indicate their self-
perceived employment status regardless of personnel record status. Naturally enough,
there were significant differences by duty status in whether respondents indicated they
were working full or part time versus considering themselves to be primarily occupied in
one of the other potential categories (¥2[2] = 12.94, p < 0.01) such that active-duty
airmen were more likely than retirees to say they were employed (follow-up test x2[1] =
12.91, p <0.001); other group differences were not significant, p > 0.05.

Generally speaking, inclusion of active-duty airmen could be problematic in that it
may artificially skew the data toward a lower unemployment rate, given that it includes a
group employed by definition. Thus, we also examined employment excluding these
airmen. Table 4.16 below shows that the unemployment rate is relatively similar whether
or not these individuals are excluded, though it compares somewhat more favorably to an
age and gender adjusted national unemployment rate that is higher for this subset: 9.8
percent for November 2011 (BLS). It is possible that the similarity of the proportions of
airmen who indicate that they are working, whether or not active-duty airmen are
included, reflects the uncertainty associated with the process of being boarded and rated
for disability among airmen whose mental or physical health is poor enough to warrant
enrollment in the AFW?2 program (i.e., airmen whose records may indicate that they are
actively serving may be told that their current duty is to “get well” or are given relatively
light workloads and do not perceive themselves as truly working). We did not ask
questions to determine, definitively, why airmen self-identified into a given employment
category.

A caveat to consider with regard to higher unemployment rates is that when
servicemembers leave the service, higher rates of unemployment are anticipated as a
matter of course. Again, by definition, these individuals have lost their employment; and
many of the airmen who responded to our survey had relatively recent separation dates.
Approximately 18 percent of the airmen were separated in 2010 or 2011 according to
personnel records, with about 70 percent of those separation dates 2008 or later.
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Table 4.16. Current Employment Status, Excluding Active Duty (N = 332)

Current Employment Status N % 95% CI LL 95% CI UL
Working full-time 117 35.2 30.1 40.4
Disabled and not working 101 30.4 25.5 35.4
Not working and not looking for work (retired, 35 10.5 7.2 13.9

homemaker, or unemployed and not
looking for work)

Student (full or part time) 33 9.9 6.7 13.2
Unemployed and looking for work 22 6.6 3.9 9.3
Working part time 20 6.0 3.5 8.6
Unemployment rate based on BLS U3 22 13.8 8.5 19.2

measure of unemployment

NOTE: CI = confidence interval; LL = lower limit; UL = upper limit; BLS = Bureau of Labor Statistics. The
category “not working and not looking for work” includes airmen who selected retired, homemaker, or
unemployed and not looking for work as their current employment status. The unemployment rate based on
the BLS U3 measure of unemployment is calculated as the number of individuals who are unemployed and
looking for work divided by the workforce, which includes all individuals who are working full time, working
part time, or are unemployed and looking for work.

Airmen who were working full or part time were asked questions to assess their
actual and expected hours worked over the past week as well as about time missed. They
were also asked about their overall job performance over the past 28 days, or their
presenteeism, and their overall job satisfaction. Because there were relatively few airmen
who indicated they were working part time, and because absenteeism is calculated as the
number of hours worked in comparison to what was anticipated by the employer, we
grouped these two categories together for analysis.'> On a scale that ranges from 0 (worst
performance) to 100 (top performance), the average estimate for presenteeism was 68.32.
Thus, airmen felt their performance was somewhat above a midrange level of
performance over the past 28 days.

The average estimate for absenteeism, or time missed from work, was that airmen lost
between five and six hours of work over a seven-day period. That is, on average they
worked less than their employers expected them to work over that period of time. Over
the course of a year, this level of absenteeism would work out to about 36 days lost, out
of the amount of time anticipated by employers (note, however, that this amount could
exceed 40 hours per week). Also note that the lower limit of the 95 percent confidence
interval is a negative number, indicating that many were working more hours than
anticipated by their employer. (The number of hours per week anticipated by their
employer ranged from 0 to 84; the most common response was 40, which captured 43
percent of those indicating that they worked full time.)

Those airmen who were employed at least part time indicated that, on average, their
job satisfaction was midway between very dissatisfied and very satisfied, with a slight
bent toward very satisfied. Airmen used the full scale, with approximately 12 percent

12 part-time and full-time employees did not differ significantly on these variables, p’s > 0.05.
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indicating they were very dissatisfied, while approximately 18 percent indicated that they
were very satisfied. These results for job performance and satisfaction are shown below
in Table 4.17.

Table 4.17. Job Performance and Satisfaction (N = 210)

M SD 95% CI LL 95% CI UL
Presenteeism 68.32 23.64 65.09 71.55
Absenteeism—past 7-day estimate 5.63 59.35 -2.52 13.78
Job satisfaction 3.27 1.26 3.10 3.44

NOTES: M = mean; SD = standard deviation; Cl = confidence interval; LL = lower limit; UL = upper limit.
Absolute presenteeism, absolute absenteeism, and job satisfaction were assessed only among airmen who
reported that they had a full- or part-time job. Presenteeism and absenteeism may be reported in absolute
terms, as raw hours worked and raw performance; and in relative terms, in comparison to other workers. We
report absolute numbers here. The range of possible scores for absenteeism is -388 to 388, with higher
scores indicating more hours of work lost during the past seven days. The range of observed scores for
absenteeism was -80 to 240. The range of possible and observed scores for presenteeism is 0 to 100, with
higher scores indicating better perceived job performance. Job satisfaction was rated on a Likert scale that
ranged from 1 (very dissatisfied) to 5 (very satisfied).

One-way analyses of variance revealed differences by duty status for presenteeism
F(2,205)=17.06, p <0.01 and post-hoc tests using Bonferroni’s correction showed that
airmen in the Reserve and Guard (M = 50.91 percent, SD = 34.90 percent) indicated
significantly lower performance while on the job than did active duty (M = 70.27 percent,
SD = 23.03 percent, p = 0.003) and retired airmen (M = 70.44 percent, SD = 19.93 per-
cent; p = 0.002). Absenteeism and job satisfaction did not differ by duty status, p’s >
0.05. Further information regarding self-perceived work involvement, financial aid for
education, and job training appears in Appendix C.

If airmen indicated they were unemployed and looking for work or disabled and not
working, they were asked what barriers they perceived to their employment. For ease of
presentation, in Table 4.18 we have grouped these notionally into disability-related
barriers, concerns about qualifications or skills, disincentives to employment, and
“other.” The most frequently endorsed barriers were feeling not physically capable,
feeling uncomfortable or anxious when thinking about working, and feeling that
employers were reluctant to hire them because of their disability, respectively; each one
was endorsed by more than half of respondents. Given that the majority of respondents to
whom we asked these questions reported that they were disabled and not working,
concerns regarding disability status are reasonable and rational and not necessarily an
avenue for intervention (such as, for example, self-efficacy training). However, other
reported barriers are potentially more tractable avenues for intervention. For example,
many felt concern regarding their qualifications; in particular they reported feeling that
their deployments put them at a disadvantage compared with their civilian counterparts
(42 percent) or that they had a general lack of confidence (42 percent). These concerns
could potentially benefit from skills or efficacy interventions. One cultural perception of
the disabled as a population, particularly veterans, is that they may exaggerate their
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condition to get benefits (e.g., McNally, 2003; but see also Ruffing, 2013). That would
suggest that a focus on keeping benefits would potentially dissuade these disabled airmen
from working. Our findings showed that while some were concerned that employment
would cause them to lose benefits, only about 27 percent indicated that loss of financial
benefits was a concern. It should also be noted that of those who endorsed one or more
barriers, none indicated loss of financial benefits was the on/y concern. The majority
endorsed multiple barriers. Of respondents, 53.6 percent indicated that they perceived
between two and five barriers to employment; 38.6 percent perceived six or more,
indicating that these airmen perceive numerous challenges to employment. Given the
highly selected sample, it is reasonable to expect that they are indeed experiencing
multiple challenges.

Table 4.18. Perceived Barriers to Employment (N = 152)

95% ClI 95% ClI

Barrier N Percentage LL UL
Disability-related barriers
Not physically capable 96 63.2 55.5 70.8
No one will hire me because of my injury or 87 57.2 49.4 65.1
disability
Concerns about qualifications, skills, or abilities needed for civilian labor market
| feel uncomfortable or get anxious when thinking 88 57.9 50.1 65.7
about working in the civilian workplace
Due to my long and/or multiple deployments, | 64 421 34.3 50.0
feel behind compared to my peer civilian
counterparts
I lack confidence in myself and my abilities 64 421 34.3 50.0
| do not have the tools or knowledge to translate 37 243 17.5 31.2
my military skills to the civilian workforce
Not qualified/lack education 30 19.7 13.4 26.1
Not qualified/lack work history 21 13.8 8.3 19.3
Disincentives to obtain employment
Would lose financial benefits (e.g., disability 41 27.0 19.9 34.0
benefits)
Available jobs don’t pay enough 37 243 17.5 31.2
Would lose medical benefits 24 15.8 10.0 21.6
Other
Do not know about available jobs 34 22.4 15.7 29.0
Pursuing an education 34 22.4 15.7 29.0
Family prefers | stay at home 26 171 11.1 231
Do not have good transportation 15 9.9 5.1 14.6

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. Barriers to employment were assessed
only among those who indicated that they were unemployed and looking for work or disabled and not
working.
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Financial Stability

We asked several questions to assess respondents’ financial situations. These
questions are about which household member had primary responsibility for managing
the finances, household income, number of household members supported by income,
and questions to assess perceived financial strain. As with employment, it makes sense to
consider estimates for some of these variables that exclude active-duty active component
airmen, who may skew the data because they are receiving employment income by
definition. We provide both total numbers and numbers with that exclusion, which show
relatively little difference, as shown in Table 4.19.

Table 4.19. Financial Resources and Responsibilities

Total Sample (N=459) Excluding AD (N=332)
95% 95% ClI 95% 95%
Financial Indicators N Percentage CILL uL N Percentage CILL CIUL

Household income before taxes in 2010

Less than $30,000 78 17.0 13.5 20.4 59 17.8 136 219
$30,000 to less than 140 30.5 26.3 34.7 99 29.8 249 3438
$50,000
$50,000 to less than 103 22.4 18.6 26.3 74 223 17.8 26.8
$75,000
$75,000 to less than 55 12.0 9.0 15.0 41 12.4 8.8 15.9
$100,000
$100,000 or more 58 12.6 10.0 15.7 43 13.0 9.3 16.6
Number of people in household supported by total household income
1 90 19.6 16.0 23.2 66 19.9 15.6 242
2o0r3 181 39.4 35.0 43.9 133 401 348 454
4 or more 174 37.9 33.5 42.4 124 37.4 321 426
Below the 2010 HHS federal 47 10.2 7.5 13.0 35 10.5 7.2 13.9

poverty guidelines

Person with primary responsibility for managing finances *

Respondent 222 48.4 43.8 52.9
Spouse or partner 132 28.8 24.6 32.9
Spouse/partner and 83 18.1 14.6 21.6

respondent share
responsibility for
finances

M SD M SD

Financial strain 2.54 1.22 2.43 2.66 2.53 1.21 240 2.66

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit; M = mean; SD = standard deviation;
AD= active duty, active component. Number of people in household supported by total household income
includes the respondent. Possible and observed scores on the Financial Strain scale range from 1 to 5, with
higher scores indicating greater perceived financial strain.

@ These numbers do not sum to 100 percent due to a few individuals marking other responses.

The Census Bureau reported that median household income in the United States in
2010, the year for which our respondents reported income, was $49,445. About 53
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percent of the respondents indicated that their household income fell between $30,000
and $74,999. Of our total sample of airmen, the largest number of respondents (30.50
percent) indicated that their income fell between $30,000 and $50,000 (similarly,
excluding active-duty airmen yielded a modal frequency of 29.82 percent). About one-
quarter, 24.62 percent (excluding active duty, 25.30 percent), indicated that their income
was at least $75,000. Approximately 10 percent of respondents might be at risk of falling
below Department of Health and Human Services (HHS) poverty guidelines, based on
the number of individuals who were supported by their 2010 household income. HHS
poverty guidelines are used to determine eligibility for certain federal aid programs and
are not the same as the poverty thresholds reported by the Census Bureau. Moreover, this
is a rough categorization based on the categorical nature of how household income was
reported in our survey. For example, the guideline for a household of two people in the
contiguous United States is $14,570 in household income; however, we coded someone
as “at risk” if a household of two people was supported by anything less than $20,000.
Thus, our “at risk” categorization is more inclusive than the poverty guidelines. The
figures once active-duty airmen have been excluded are largely similar; over 50 percent
of the retirees and those in Reserve and Guard who reported income indicated that theirs
fell between $30,000 and $74,999.

Although a comparatively low proportion of airmen responded in a manner consistent
with falling below HHS’s poverty guidelines, the question then becomes: What level
indicates a need for intervention? This is a matter for policymakers to decide, but the
nature of our population may suggest that even a comparatively low rate is potentially a
matter for concern and intervention.

Almost half of respondents indicated that they had primary responsibility for
household finances, and another 20 percent or so indicated that they shared these
responsibilities with a partner.

Respondents were asked three questions to assess perceived financial strain; each
question was rated on a 1 to 5 scale with higher scores indicative of greater perceived
strain. These questions explored difficulty living on income; whether there was a
perceived need to cut expenses to the minimum; and whether the participant perceived a
risk of going without food, shelter, or other necessities. On average, the distribution of
respondents fell at the lower end of the range, suggesting that they perceived relatively
little financial strain. However, the full distribution was used, which indicates that some
airmen did perceive higher levels of strain.

Housing Instability

Risk factors for homelessness include a history of housing instability (Koegel, 2004).
Thus, we asked airmen whether they had ever spent the night in one of the following
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locations: a transitional shelter or program, a homeless shelter, in a chapel or church (but
not in a bed) an all-night theater or other indoor public place, an abandoned building, a
car or vehicle, or the street or other outdoor place, because they had no regular place to
stay. As shown in Table 4.20, among airmen, about one-fifth had spent the night in one of
these locations, which indicates possible homelessness. A previous survey question had
asked airmen how long it had been since they returned from their most recent
deployment. In this section, we asked them how recently they had stayed in a location
indicative of possible homelessness and then compared that date with the date of their
return from deployment. Just over 10 percent indicated that they had been in such a
situation since their return, and over 9 percent indicated that their first experience in such
a situation occurred since their return. On average, respondents indicated that it had been
just under eight years since they had last spent the night in such a setting.

Table 4.20. Lifetime History of Homelessness (N = 459)

N Percentage 95% CILL 95% CI UL
Ever spent the night homeless 99 21.6 17.8 253
Homeless since return from most recent 48 10.5 7.7 13.3
deployment
First time homeless occurred since return from most 43 9.4 6.7 12.0
recent deployment
M SD 95% CILL 95% CI UL
Years since spent last night in homeless setting 7.88 10.01 5.76 10.00

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit; M = mean; SD = standard deviation.
Homeless is defined as a report of spending the night in one of the following due to no regular place to stay:
(1) a transitional shelter or program, (2) a homeless shelter, (3) in a chapel or church (but not a bed), (4) in
an all-night theater or other indoor public place, (5) an abandoned building, (6) a car or vehicle, or (7) the
street/other outdoor place.

Only those who had ever spent the night in a potentially homeless setting were asked
the subsequent questions, because we assumed anyone currently in a setting indicative of
homelessness would logically be a subset of this group. For these individuals, we wanted
to assess their housing situation in greater detail. First, we asked them how long they had
lived at their current place of residence; on average, airmen had been at their current
residence three and one-half years. Forty-one percent of this subset of respondents had
lived at only one location within just the past six months, while 59 percent had lived in
two or more different locations. One-fifth had lived in four or more locations, indicating
quite a bit of mobility over a six-month period. Figure 4.6 makes clear, however, that
many respondents had lived in a small number of locations for the prior six months.
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Figure 4.6. Number of Different Residence Locations Within the Past Six Months

NOTE. This figure includes only the subset of airmen who indicated that they had ever spent the night in a
potentially homeless setting.

We wanted to parse the character of the number of different housing situations
respondents had within the past six months in greater detail than we had for our screener
item. We therefore asked respondents if they had spent the night in a wide variety of
locations during that time and included in particular a greater breadth of detail on housing
situations that might be considered “homeless.” Table 4.21 describes the variety of
potential housing situations that respondents could choose from, and our classification of
that housing situation (i.e., how we categorized it). Note that our classification system
echoes the current legislative framework in characterizing residence in voucher-paid
locations as homelessness.

Table 4.21. Classification of Housing Situation Options

Classification Housing Situation
Not homeless Their own home or a partner’'s home
At-risk for homelessness * Home of family or friends

» Hotel paid for by self, partner, or family or friends
» Residential alcohol or drug detox

» Psychiatric hospital or drug treatment facility
Hospital

Homeless Hotel or motel room paid for with a voucher
Boarding, transition or halfway house
Mission or shelter

Church or chapel

All-night theater or similar

Abandoned building

Vehicle

Street
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As can be seen in Figure 4.7, about one-third (33 percent) indicated that they spent
time in a housing situation that we classify as “homeless” in the past six months. This
works out to about 7 percent of our total respondents, keeping in mind that only airmen
who had a past experience of potential homelessness were even asked these questions. An
additional 23 percent would be considered “At risk™ (5 percent of 459).

Figure 4.7. Housing Situation in Prior Six Months of Airmen with Lifetime History
of Homelessness

Homeless

We also asked airmen about other aspects of their housing situation during the prior
six months. The figures for those who did respond to these targeted questions can be seen
in Table 4.22.When asked how long they spent in such a setting, the response was on
average about one month, although the reported range varied widely from two to 180
days. We also asked airmen whether they considered themselves to have been homeless
within the past six months; given the wide variety of settings we asked about and the
equally wide variety of potential reasons for being in some of these settings, we felt this
self-perception was important. However, it should also be noted that being homeless is
stigmatized in our society, and so individuals who have experiences that would classify
them as homeless from an external perspective may or may not classify themselves as
such. About 18 percent of the subset that answered these questions indicated that they
considered themselves to have been homeless in the past six months. This works out to
only about 4 percent of all airmen who responded to our survey, since as noted above,
most of our respondents indicated no lifetime history of potential homelessness. We also
asked about current living situation, and found that 17 percent of airmen with a lifetime
history of potential homelessness indicated that, at the time they responded to the survey,
they were currently living in a situation that fell into our “at risk” or “homeless”
categorizations.
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Table 4.22. Self-Reported Housing Situation During the Past Six Months of Airmen with a
Lifetime History of Potential Homelessness (N = 99)

95% 95%
M SD CILL ClUL
Number of years respondent has been living in current  3.53 6.14 2.30 4.77
place of residence
Number of days spent homeless during the past 6 31.32 48.72 9.72 52.92
months

NOTES: M = mean; SD = standard deviation; Cl = confidence interval; LL = lower limit; UL = upper limit.

We also asked airmen about some potential remedies to housing difficulties.
About 20 percent of airmen received some form of housing assistance since their return
from deployment or since their deployment-related activities, as shown in Table 4.23.
However, a large majority (approximately 75 percent) indicated that they perceived such
assistance to be potentially helpful. Moreover, almost half of airmen felt that transitional
housing would be helpful, although fewer than ten had taken advantage of such assistance
since their return.

Perceived helpfulness of housing assistance or loans differed significantly by duty
status (x*(2) = 7.98, p < 0.05). Follow-up pairwise tests indicated significant differences
between retired airmen and airmen in the Reserve and Guard (x*(1) =7.90, p < 0.01),
such that retired airmen more commonly perceived that housing assistance or loans
would be helpful (78.52 percent; 95-percent CI [73.74, 83.30]) than did airmen in the
Reserve and Guard (58.33 percent; 95-percent CI [44.39, 72.28]). There were no
significant differences between active-duty airmen (73.23 percent; 95-percent CI [65.53,
80.93]) and retired airmen or airmen in the Reserve and Guard (p’s > 0.05). Housing
adjustment is different for airmen in the Reserve and Guard, who are able to return to
their hometowns after deployment; active component airmen do not need to move unless
they are reassigned and, moreover, have access to military housing options. Thus, the
most dramatic housing adjustment is for medically retired, and this fact appears to be
reflected in our findings.

Table 4.23. Housing Resources That Have Been Received or Would Be Helpful (N = 459)

95% 95%
N Percentage CILL Cl UL
Housing assistance or loans received since return 83 18.1 14.6 21.6
from most recent deployment or deployment-
related activities
Housing assistance or loans would be helpful 344 75.0 71.0 78.9
Transitional housing would be helpful 213 46.4 41.8 51.0

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. The housing resources listed in the table
are available to combat-injured airmen and veterans.
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Program Evaluation

Air Force Wounded Warrior Program

Nearly all respondents reported that they had been in contact with a representative
of the AFW2. The great majority of respondents reported that they had initially been
contacted by the AFW2 representative. Recall that we drew our sample from the
population of AFW2 enrollees, so this high level of contact is unsurprising.

Respondents were asked to indicate which of several types of services or help
offered by AFW2 they had received from an AFW2 representative. Nearly all (roughly
95 percent) respondents indicated that they had received at least one type of service or
help, suggesting that the AFW2 program has achieved a high rate of penetration among
its enrollees (see Table 4.24). Each type of service assessed had been used by at least half
of respondents. The types of AFW2 services that had been received by respondents were,
from most to least frequently endorsed, regular supportive calls (89 percent), help or
advice for filling out paperwork (73 percent), contact from someone providing assistance
at the request of AFW2 (71 percent), referrals to other services (64 percent), advice for
life matters (57 percent), and advice for dealing with red tape (53 percent). More than
half of respondents (59 percent) indicated having received some other type of service of
an unknown nature. The finding that regular supportive calls, the most commonly
received type of service, were received by the great majority of respondents suggests that
the AFW2 program functions as a source of social support for its clients.

Table 4.24. Air Force Wounded Warrior Program Utilization (N = 459)

N Percentage 95% CILL  95% CI UL
Contact with AFW2 representative 453 98.7 97.7 99.7
AFW?2 representative initiated contact first 395 86.1 82.9 89.2
Regular supportive calls 410 89.3 86.5 92.2
Help or advice for filling out paperwork 336 73.2 69.2 77.3
AFW?2 representative had someone contact the 324 70.6 66.4 74.8
airman to provide assistance
Referrals to other services 292 63.6 59.2 68.0
Advice for life matters 262 571 52.6 61.6
Advice for dealing with red tape 241 52.5 47.9 571
Some other type of service 271 59.0 54.5 63.5
Received at least one type of service 437 95.2 93.3 97.2

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. Received at least one type of service
means that the respondent indicated having received one or more of the following services: referrals to other
services, help or advice for filling out paperwork, advice for life matters, advice for dealing with red tape,
contact from someone who gave assistance, regular supportive calls, or some other type of help or service.

Respondents who reported having received at least one type of service or help
from an AFW2 representative were subsequently asked whether they agreed or disagreed
with several statements designed to assess their perceptions of specific services provided
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by AFW2 and their overall satisfaction with the program. As shown in Table 4.25 below,
the vast majority of respondents agreed that AFW2 case managers are available and
ready to help (92 percent) and provide good information on available resources (89
percent), indicating that these aspects of the program are strengths. Nearly three-quarters
of respondents perceived that services available through AFW2 case managers can help
with issues caused during the respondent’s service in the Air Force. Thus, confidence in
the actual services provided, although expressed by the majority of respondents, was
slightly less widespread than confidence in the AFW2 case managers themselves. Just
over one-quarter of respondents agreed that they would like to be contacted by AFW2
case managers more often, indicating that the majority of respondents do not perceive the
need to increase contact with AFW2 case managers. Finally, when asked if they were
satisfied overall with services provided by the AFW2 program, the great majority of
respondents (86 percent) affirmed their overall satisfaction. Overall satisfaction with
AFW2 services and number of positive statements endorsed did not differ significantly
by duty status (p > 0.05). In sum, although there were some respondents who expressed
dissatisfaction with different aspects of the AFW2 program, satisfied program users were
much more heavily represented in this sample than were dissatisfied program users.

Table 4.25. Air Force Wounded Warrior Program Perceptions (N = 437)

95% 95%

Perception N Percentage CILL ClUL

AFW2 case managers are available and ready to 403 92.2 89.8 94.7
help

Case managers provide good information on 389 89.0 86.1 92.0
available resources

Services available through AFW2 case managers 321 73.5 69.3 77.6
can help with issues caused during AF service*

Would like to be contacted by AFW2 case 116 26.5 22.4 30.7
managers more often

Overall satisfied with services provided by AFW2 375 85.8 82.5 89.1
program

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. The denominator for these descriptive
statistics was limited to respondents who reported having used at least one service to ensure that
respondents would have at least some relevant experience to inform their assessment of the AFW2
program. The frequencies and percentages reflect how many respondents agreed with the AFW2 program
perception listed in the left-hand column. The asterisk (*) marks a statement that was negatively worded in
the survey, i.e., the respondent was asked whether he/she agreed or disagreed that “The services available
through AFW2 case managers can't really help me deal with any issues caused during my Air Force
service.”

We also sought to identify the characteristics of airmen who expressed the desire
to be contacted by AFW2 case managers more often. To this end, we estimated a
multivariate model to predict the desire for more frequent contact with AFW2 case
managers. The multivariate model included several sociodemographic and service history
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characteristics and theoretically meaningful predictors that represent risk in the domains
that we examined. Predictors in the final model included the number of months since
retirement, duty status (represented as two dummy codes for active duty, active
component, and Reserve and Guard with retired as the reference category), officer
(versus enlisted), gender, marital status, age, race/ethnicity (represented as three dummy
codes for Hispanic, non-Hispanic black, and non-Hispanic other where white was the
reference category), screening positive for PTSD, general health, role limitations due to
physical health, screening positive for TBI, financial strain, lifetime history of
homelessness, and current employment status. The only predictors that were significant at
p <0.05 in the final model were Hispanic (versus white) (OR = 2.77, 95-percent CI [1.35,
5.67]) and general health (OR = 0.99, 95-percent CI [0.98, 0.999])."* Thus, Hispanic
airmen and airmen with poorer physical health had significantly higher odds of desiring
more frequent contact with AFW2 case managers. To interpret these effects, we
computed recycled predictions to convert the odds ratios to predicted probabilities of
desiring more frequent contact with AFW2 case managers among Hispanics and non-
Hispanics and airmen with various levels of self-reported physical health while holding
all other predictors in the model constant at their average values. The predicted
probabilities of desiring more frequent contact with AFW?2 case managers were 46
percent for Hispanics and 24 percent for non-Hispanics. Across the range of physical
health self-ratings, the predicted probabilities of desiring more frequent contact with
AFW?2 case managers were: excellent health, 13 percent; very good health, 17 percent;
good health, 23 percent; fair health, 29 percent; poor health, 36 percent. Note that our cell
sizes for this analysis were quite small, which may render the findings unstable; we
suggest interpreting this finding such that airmen with characteristics found in the
literature to be related to greater vulnerability overall (minority status, poor health; see,
e.g., Karney et al.’s 2008 discussion of the stress-diathesis model) may have a greater
desire for contact from care providers.

Air Force Recovery Care Coordinator Program

Respondents were asked about their use of services offered by the AFRCC program
and their perceptions of the program. Table 4.26 shows that slightly less than a fifth of
respondents reported having received any help or services from the AFRCC program.
Nearly twice as many respondents were unsure of what the AFRCC program is, and more
than twice as many respondents indicated not having received help or services from the

' The two degrees-of-freedom joint test of significance for race/ethnicity, as represented by the two
dummy-coded variables Hispanic and black/African American (with white as the reference group), was
significant at p < 0.05: x*(2) =8.01.
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AFRCC program. Thus, a minority of respondents had used the AFRCC program. This
should not be taken as a cause for concern, however, because the eligibility requirements
for the AFRCC program include significant injuries, whether combat related or not.
Moreover, the program itself did not begin rollout prior to 2008, and rollout was phased
throughout that year. Thus, while some overlap in services was anticipated, a one-to-one
correspondence of the AFW2 population with AFRCC was not expected.

Table 4.26. Air Force Recovery Care Coordinator Program Utilization (N = 459)

Help or Services Received from AFRCC 95% 95%
Program® N Percentage CILL CluL
Yes 91 19.8 16.2 23.5
No 189 41.2 36.7 45.7
Not sure what AFRCC program is 170 37.0 32.6 41.5

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.
@Fewer than 10 individuals indicated that the program was “not applicable.”

As displayed in Table 4.27, the most commonly used AFRCC services were referrals
to other services and programs for veterans or combat-injured airmen and help accessing
these services and programs. These findings suggest that a key function of the AFRCC
program is facilitating access to services and programs for veterans or combat-injured
airmen. Regular supportive calls were another frequently utilized service, indicating that,
like the AFW2 program, the AFRCC program functions as a source of social support for
many of its users. Other, somewhat less frequently utilized services or types of help
included advice for life matters, help adjusting to or coping with physical or mental
health conditions that developed during or after military service, and assistance with
goal-setting and planning through the development of a Comprehensive Recovery Plan or
Recovery Care Plan; each type of help was received by roughly 55 percent of
respondents. Follow-up after the development of the Comprehensive Recovery Plan or
Recovery Care Plan was the least commonly received type of service (roughly 53 percent
of respondents). However, examination of the subsequent table of service perceptions
(Table 4.28) suggests that this endorsement rate may be an issue of airmen perception
and “branding” rather an issue of fidelity to the recovery care coordination service plan.

71



Table 4.27. Air Force Recovery Care Coordinator Program Services Utilized (N = 91)

95% 95%
Services Utilized N Percentage  CILL CluL
Referrals to other services and programs for veterans or 74 81.3 73.3 89.3
combat-injured airmen
Help accessing services and programs for veterans or 71 78.0 69.5 86.5
combat-injured airmen
Regular supportive calls 66 72.5 63.4 81.7
Advice for life matters 55 60.4 50.4 70.5
Help adjusting to or coping with physical or mental health 52 571 47.0 67.3
conditions that developed during or after military service
Assistance with goal-setting and planning through the 51 56.0 459 66.2

development of a Comprehensive Recovery Plan or
Recovery Care Plan
Follow-up after the development of Comprehensive Recovery 48 52.8 425 63.0
Plan and Recovery Care Plan to help airman stay on track
to meet his/her goals
Some other help or service 57 62.6 52.7 72.6

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. Questions about specific AFRCC
services utilized were asked only of respondents who had reported receiving help or services from the
AFRCC program.

As with the AFW2 program, respondents who reported having received at least one
type of help or service from the AFRCC program were asked whether they agreed with
statements intended to assess their satisfaction with services received. As shown in Table
4.28, all statements about satisfaction with help received were endorsed in a positive
direction by the majority of respondents, indicating that program users tended to be more
satisfied than dissatisfied with services received from the AFRCC program. In particular,
Recovery Care Coordinators (RRCs) were perceived to be knowledgeable about available
resources and highly accessible by the great majority of respondents (87 percent). RCCs
were also widely recognized by program users as capable facilitators of access to needed
programs and services (80 percent) and achievement of personal goals (76 percent). As
recording and achieving of personal goals is one of the hallmarks of a Comprehensive
Recovery Plan, this suggests that many airmen do feel that they are receiving the service,
although they may not relate it to the program terminology. A slightly lower proportion
(68 percent) of program users agreed that RCCs can help with issues or problems caused
during the respondent’s Air Force service. Roughly three-quarters of respondents
affirmed their overall satisfaction with services provided by the AFRCC program.'*

1 We considered examining differences in satisfaction with the AFRCC program services by current duty
status. However, the breakdown of total AFRCC users by current duty status produced very small cell
sizes, particularly in the Reserve and Guard, which yielded very unstable estimates and precluded
sufficiently powerful tests to examine these differences.
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Table 4.28. Air Force Recovery Care Coordinator Program Perceptions (N = 91)

95% 95%
Perception N Percentage  CILL CluL
RCCs can give good information on available resources 79 86.8 79.9 93.8
RCCs are easy to reach 79 86.8 79.9 93.8
RCCs can facilitate access to needed programs and 73 80.2 72.0 88.4
services
RCCs can help achieve personal goals 69 75.8 67.0 84.6
RCCs can help with issues or problems caused during AF 62 68.1 58.6 77.7
service*
Overall satisfied with services provided by the AFRCC 68 74.7 65.8 83.7
program

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. The denominator for these descriptive
statistics was limited to respondents who reported having used at least one service to ensure that
respondents would have at least some relevant experience to inform their assessment of the AFRCC
program. The frequencies and percentages reflect how many respondents agreed with each of the AFRCC
program perceptions listed in the left-hand column. The asterisk (*) marks a statement that was negatively
worded in the survey, e.g., the respondent was asked whether he/she agreed or disagreed that “RCCs can’t
really help me deal with any issues or problems caused during my Air Force service.”

AFRCC program users were also asked about concerns regarding possible adverse
effects of program use, as shown in Table 4.29. Specifically, program users were asked
whether others would think less of them for getting help from the AFRCC program and
whether obtaining help would harm their careers. Each concern was endorsed by close to
roughly one-fifth of respondents—a nontrivial proportion. Thus, concerns about the
possible adverse effect of receiving help on others’ perceptions of the respondent and the
respondent’s career were salient to some respondents.

Table 4.29. Potential Concerns about AFRCC Services Utilization (N = 91)

95% 95%

Barrier N Percentage CILL CluL

Others (family members, friends, or coworkers) would think 18 19.8 11.6 29.8
less of airman for getting help from AFRCC program

Career would be harmed by getting help 19 20.9 12.5 29.2

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.

To summarize the Program Evaluation section, we asked questions regarding use of
and satisfaction with two Air Force programs available to help these airmen. High
numbers of respondents indicated that they were receiving services, particularly for the
AFW?2 program. This is heartening because our population consisted of enrollees in that
program. Respondents were also receiving a number of services and reported overall very
high levels of satisfaction with the program. Although eligibility requirements and
program existence dictated that a smaller proportion of our population would be covered
by the AFRCC program, airmen who reported receipt of AFRCC services received a
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variety and were very satisfied with the program. For both programs, the nature of
services provided can be characterized as a form of social support.

74



5. Conclusions and Recommendations

Our study examined the status of airmen in the fall of 2011 and the support airmen
received during that time. We examined well-being based on a number of indicators
among a population identified by the Air Force as experiencing reintegration challenges
severe enough to warrant consideration for medical retirement because of combat-related
injuries and illnesses. Our investigation is somewhat unusual. On the one hand, we
attempted to answer the Institute of Medicine’s (2010) call for a more sophisticated and
holistic examination of reintegration, and hence include measures in domains including
mental and physical health, mental health treatment and potential barriers, social support
and household structure, employment and financial considerations, and housing
instability. We also examined service usage and satisfaction with two Air Force programs
emplaced to help airmen deal with some of the challenges we describe. On the other
hand, our holistic approach is applied to a highly select population of airmen who have
been identified as having injuries and illnesses that are related to combat and hence are in
a situation in which their personal resources may already be stretched because of the
known challenges they are experiencing. Many programs are in place to help these
wounded warriors; we examine in detail only two. Full exploration of the myriad
resources is beyond the scope of this, or likely any, single research project (note that the
National Resource Directory, an online depository of such resources, lists over 74,000
potential resources, programs, and charities). Consideration of our findings and
recommendations must take into account both the time frame of our study and the fact
that the Air Force and the many others who serve this important population have been
working diligently to improve these programs.

Our results demonstrate that our sample is indeed experiencing challenges in a
number of domains. A high proportion of airmen screened positive for PTSD (roughly 78
percent) and MDD (roughly 75 percent); with 69 percent screening positive for both. We
also found evidence of somewhat elevated rates of reported substance use and lower rates
of perceived physical health within our sample. Although our sample reported very high
rates of mental health treatment within the past year for those who needed it (90 percent),
within that same time frame about half reported at least one instance when they desired
but did not obtain mental health treatment. A one-year time frame is broad. However,
given the evident and identified need for mental health services among this population,
and the efforts that have been undertaken to tend to servicemembers’ mental health needs
more effectively, unmet need for mental health treatment remains a pertinent issue.
Although not many airmen responded in a manner consistent with falling below HHS’s
poverty guidelines, about 10 percent could be considered to fall below this guideline.
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Similarly, close to 15 percent of our sample would be considered unemployed based on
the BLS’s oft-reported U3 measure of unemployment. Housing instability represents
another potential area of concern, with almost 10 percent of the entire sample indicating
that their first experience with housing instability occurred after their return from their
most recent deployment.

In brief, the wounded, ill, and, injured airmen in our analysis reported challenges in
multiple domains. We focus our recommendations on two of the domains in which
problems were notably elevated and that a relatively robust evidence base indicates are
potentially amenable to intervention: mental health and employment. These areas are also
good ones to focus on because both domains offer opportunities for Air Force
nonmedical case managers, whose programs we did evaluate, to assist in the
implementation and coordination throughout the continuum of care. Although the scope
of this report is necessarily limited to recommendations that the Air Force might
implement, others such as the VA and community organizations may find them useful as
well. Finally, mitigating concerns in these areas would be expected to have a positive
effect on problems in other domains.' In the remainder of this chapter, we discuss key
findings on barriers to accessing mental health treatment and obtaining employment and
offer recommendations for improving outcomes in the domains of mental health and
employment. Before delving deeply into these recommendations, we first offer caveats
for general consideration as well as a brief discussion of implemented changes in the
second wave of the survey.

Brief Caveats

Limitations of our research include its current cross-sectional nature, which restricts
the inferences regarding causality that may be drawn from these data. However, as the
overall project design is a longitudinal effort, future surveys will help to alleviate this
concern. Our sample and population may also be considered a limitation in the sense that
it is very select; we included only enrollees in the AFW2 program. As there may be some
wounded airmen who are eligible for but not enrolled in the AFW2 program, our results
may not generalize to the broader population of wounded airmen. Moreover, as a high
percentage of our population had a primary diagnosis of mental health distress rather than
physical injury, they may not be representative of the service population with combat
injuries, many of whom may have a primary diagnosis of physical injuries. In some
cases, our analyses were limited by small sample sizes, which may raise questions about

! For example, improving employment outcomes would likely promote housing stability (see e.g., Apicello
2010’s discussion of individual and structural homelessness prevention efforts. Certainly, maintaining
employment is related to maintaining an adequate household income.
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the stability of the estimates we obtained. To the extent that our findings reflect the larger
literature, some of this concern is alleviated; however, small cell sizes do remain a
concern. A final issue is the nature of our inquiry. Given the holistic approach we took, to
reduce the burden of survey participation we limited the number of questions we asked in
any one domain. In some cases, our findings point to avenues where deeper inquiries
would be fruitful rather than providing comprehensive exploration of a given issue. This
is a problem for many studies and is one of the reasons ongoing analysis of the multitude
of potential challenges and interventions continues to be worthwhile.

The current work also revealed some areas where our baseline survey could be
improved. The passage of time is a factor to consider, as well, because as the survey was
fielded and results were compiled, the Air Force was not sitting still but was instead
engaged in its own quality improvement efforts. Thus, some changes to the second wave
of the survey include items asking about other services that, while sometimes offered by
the Air Force informally, have been codified since the fielding of the baseline survey
(e.g., the role of the Family Liaison Officer). We also included items to increase the
breadth of the initial program satisfaction and usage items and to help interpret them. We
included items to assess whether reintegration services are helpful. In addition to items
that assess satisfaction, we added items that assess the desired call frequency of the
AFW?2 program. Further, our baseline instrument was limited in that it did not indicate
where all barriers to mental health care were encountered, and we have modified the
survey to include items directly querying in which system(s) of care barriers were met for
the barriers seen as the top three most important by each airman. Given the concerns
regarding work skills and the educational benefits provided to airmen, we were also able
to include an additional item asking about educational pursuits.> Finally, in the course of
examining our results, we realized that limiting our survey of employment barriers to
only those seeking work or those who considered themselves to be disabled excluded
consideration of the very real challenges faced by those airmen who had found other
employment or who were still with the Air Force. Given the length of the initial baseline
survey, making these changes did require cuts to other content domains; however, we feel
that the holistic intent and ultimate usefulness of the survey for policymakers will have
been retained.

As a final caveat, we should note that since our study was undertaken, the Air Force
Wounded Warrior and Air Force Recovery Care Coordinator programs may have
modified some of their plans and processes as part of their efforts to expand outreach and
improve their processes. We have indicated such changes when they have been brought
to our attention, but others may have occurred that are not described here.

? We thank the reviewer who suggested this addition.
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Mental Health

A substantial proportion of airmen who screened positive for current mental health
disorders reported encountering barriers to mental health treatment at some point during
the past year. Some of the most commonly reported barriers included the belief that
available mental health treatments were not very good, concerns about the side effects of
psychotropic medication, and concerns about confidentiality and the potentially adverse
effects that seeking treatment could have on the level of respect received from one’s
colleagues and on one’s career. Our recommendations are designed to deal with these
reported barriers to accessing mental health services. To overcome these barriers to
mental health treatment, we recommend that the Air Force (and other related systems of
care) take the following actions to increase airmen’s receipt of high-quality mental health
treatment:

e Inform airmen about the quality of care available to them.

e Evaluate, emphasize, and enhance confidential treatment options.

Next we describe in greater detail how each recommendation might be implemented
by the Air Force, including the nonmedical case managers in the AFW2 program and the
AFRCC program, and the systems of care that serve wounded, ill, and injured airmen,
and offer other relevant suggestions.

Inform Airmen About the Quality of Care Available to Them

Nearly half of airmen with unmet mental health treatment needs perceive that the
mental health treatments available to them are not very good. Certainly, as noted earlier,
mental health treatments that rest on a substantive evidence base are available for many
of the mental health challenges facing these airmen, including PTSD and MDD.
Moreover, the Departments of Defense and Veterans Affairs have jointly promulgated
evidence-based treatment guidelines for these and other conditions that may be
consequences of current conflicts (see, e.g., The Management of Post-Traumatic Stress
Working Group, 2010). Given these treatment guidelines, such evidence-based treatments
should be easily accessible within both the military and veteran health care systems.

Although the DoD/V A treatment guidelines are evidence-based, concerns have been
raised about the extent to which evidence-based treatments are actually provided to
patients who receive treatment in the DoD and the VA (Burnam et al., 2008; IOM, 2012;
Peterson et al., 2011; Rosen et al., 2004). Even the VA, whose mental health care has
been shown to outperform that provided in civilian settings, has demonstrated marked
variation in quality of care across its VISNs (Watkins et al., 2011), indicating room for
improvement. There are also known concerns regarding the quality of care available on
the civilian market (IOM, 2005; President’s New Freedom Commission on Mental

78



Health, 2003; Burnam et al., 2008), which for some of these airmen may represent both
the primary source of treatment and one of the more desired sources.

Notwithstanding these findings, concerns about the quality of care provided to
patients are at least partly attributable to insufficient assessment, tracking, and reporting
of the implementation of evidence-based treatments in practice across health care
systems, including the VA, DoD, TRICARE, and civilian settings (Burnam et al., 2008;
IOM, 2012). Calls for increased attention to the measurement of the quality of care in the
DoD and VA (Burnam et al., 2008) and TRICARE (IOM, 2010) have been issued. Some
efforts have been reported to be under way to improve the measurement and tracking of
the implementation of evidence-based care in the VA;” it is unclear if the DoD has
similar plans (IOM, 2012). As of the time of this writing, this quality assessment
information is not public. Nevertheless, much remains to be done across health care
systems (VA, DoD, TRICARE, and civilian settings) to improve the measurement of
quality of care. Thus, to convince airmen of the effectiveness of available treatments, it
will be necessary to continue to collect and publicize data on the quality of care that is
implemented. Many challenges accompany measurement of the quality of care provided
to patients (Peterson et al., 2011; Ruzek and Rosen; Shafran et al., 2009). However, as
ongoing measurement of the quality of care provided is critical to ensuring that evidence-
based treatments adhere to the treatment protocol and are therefore likely to exert
beneficial influences on mental health (Burnam et al., 2008), such efforts serve a dual
purpose.

Until a more complete picture of the quality of care provided across health care
settings is available, airmen should be informed about the care available to them based on
what is currently known about the quality of care provided in different health care
settings, i.e., where they are most likely to receive high-quality care. Specifically, retired
airmen, reservists, and guardsmen may be advised to seek care at the VA rather than a
civilian setting,* given that the extant research suggests that, on average, airmen are likely
to receive higher-quality care in the VA than in a civilian setting (Watkins et al., 2011).

3 At the time of the publication of the IOM (2012) report, there was no capability to track the provision of
evidence-based treatments in the VA centralized databases. However, it was reported that the VHA was
creating progress note templates for two evidence-based types of psychotherapy for PTSD, cognitive-
processing therapy (CPT) and prolonged exposure (PE), to permit recording of the care provided in a way
that will permit aggregation of the data collected (Desai, 2011, as cited in IOM, 2012).

4 Although only the VA can determine eligibility of each case for VHA care, most wounded airmen who
are retired would likely be eligible for VHA care based on the following eligibility criteria: (1) All
OEF/OIF veterans are eligible for VHA care for five years after service separation, and (2) All veterans
who have a service-connected disability are eligible for VHA care. Since nearly all of the retirees in our
sample deployed as part of OEF/OIF and all are medically retired (i.e., likely would receive an SC
disability rating from VA), it follows that most of them would likely be eligible for VHA care.
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To facilitate airmen’s receipt of high-quality care in any setting in which they seek or
receive treatment, we also recommend educating airmen about the characteristics of
evidence-based treatments so that they will be prepared to identify providers of high-
quality care and advocate for their receipt of it (see, e.g., Pickett et al., 2012). For
example, airmen could be informed about the importance of seeking treatment that
research has shown to benefit their condition (i.e., evidence-based treatment) and told
about the types of treatment whose efficacy has empirical support (e.g., cognitive
processing therapy and prolonged exposure are types of evidence-based psychotherapy
for PTSD). Airmen could also be coached in the types of questions to ask prospective
mental health care providers to gauge their likelihood of delivering high-quality care,
such as questions about their training as a clinician, how they make decisions about what
type of treatment to provide their patients (are the decisions based on research?), how and
whether they keep abreast of the latest developments in mental health care and research,
and the manuals that they use to inform their treatment approach (see Brown, 2013).

Another area in which airmen may benefit from education and information about
mental health treatment is in understanding of psychotropic medication and its side
effects. In our research, although the great majority of airmen who needed mental health
treatment reported having received medication for mental health problems at some point
in the past year, many airmen reported concerns regarding medication side effects (45
percent of those who reported unmet mental health needs). There is variability in the
effects that different medications administered for the same condition have on a given
individual and variability in response (including level of concern regarding a given side
effect) to the same medication across individuals with the same condition (see Kravitz,
Duan, and Braslow, 2004). A relevant example of these issues would be that an
individual with MDD may respond differently to various SSRIs that are commonly
prescribed for MDD, and the same SSRI can have diverse effects on different individuals
being treated for MDD. Thus, finding the medication that strikes the best balance
between maximizing symptom relief and minimizing side effects can be a process of
trial-and-error for the prescribing physician and the patient (see also Chewning and
Sleath’s 1996 discussion of the client-centered approach in medication management;
Deegan and Drake, 2006). Given these issues, airmen should be encouraged to raise their
concerns about side effects with the prescribing provider so that the provider can
recommend a medication that will minimize side effects of greatest concern to the
airmen. Moreover, given the availability of multiple evidence-based psychotropic
medications for a given condition such as PTSD or MDD, airmen should be apprised that
if one type of medication produces adverse side effects, their providers will work with
them to find a medication that best meets their needs. Ideally, such information would be
readily available in treatment waiting rooms, but dissemination through discussions with
providers and with medical and nonmedical case managers may also be appropriate.
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Alternatively, airmen who would forgo mental health treatment altogether because of
concerns about the side effects of psychotropic medication should be encouraged to
consider seeking evidence-based psychotherapy without medication. Although the
DoD/VA guidelines for treatment of PTSD and depression recommend both medication
and psychotherapy as the optimal treatment approach, there are types of psychotherapy
that have demonstrated efficacy in the treatment of PTSD (trauma-focused CBT such as
PE; IOM, 2012) and depression (CBT, interpersonal therapy; Cascalenda et al., 2002;
Mello et al., 2005) in the absence of medication. Airmen who are opposed to receiving
pharmacotherapy for mental health conditions would most likely be better served by
receiving evidence-based psychotherapy alone than receiving no mental health treatment
at all.

Emphasize and Enhance Confidential Treatment Options

Another barrier to mental health treatment commonly reported by airmen pertained to
concerns regarding treatment confidentiality. Our findings show that approximately half
of respondents with unmet treatment needs reported one or more of the following:
concerns about confidentiality and concerns that treatment seeking would negatively
affect the respect of their colleagues and their career (which, if treatment were
confidential, would be mitigated as concerns). Thus, we recommend that the Air Force
and related systems of care emphasize and enhance confidential treatment options for
airmen who would otherwise forgo treatment if it were not confidential.

Stigma is a well-recognized concern in the military health system, and efforts are
ongoing to combat the issue. Hoge et al. (2004) noted that concerns regarding stigma
were strongest among soldiers and marines with mental health needs, that is, among those
who screened positive for PTSD, anxiety, or MDD. Others have shown that symptom
reporting is higher in situations where anonymity or confidentiality are assured (Warner
et al., 2011), with the implication being that servicemembers had incentives to minimize
their symptoms when they would be “visible” to the military health system. More
recently, Elbogen et al. (2013) reported that servicemembers who had at least one
treatment session—that is, those who were actively seeking help—were more likely to
report perceptions of stigma than those not in treatment (see also Olmsted et al., 2011).
As they noted, once in treatment, it is difficult to minimize one’s mental health problems.
Actually seeking treatment may also raise concern about the possible consequences of
stigma. Kim et al. (2011) indicated that perceptions regarding confidentiality and stigma
were inversely related to treatment seeking among recently deployed servicemembers.
Moreover, they found that confidentiality concerns were positively associated with
seeking treatment on the civilian market, which also echoes the findings in this analysis.
Our findings also indicate that these stigma-related concerns are more acute among those
who are not yet retired. Collectively, these findings suggest that confidentiality would
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greatly benefit those who most acutely need treatment, including those who may already
be in the system. This is particularly important for those airmen on active duty.

Some confidential nonmedical counseling options are available to servicemembers.
Nonmedical counseling is short-term, solution-focused counseling focused on improving
clients’ functioning in general life areas such as relationship issues, parenting,
decisionmaking, stress management, and grief and loss (IOM, 2014). The two main
nonmedical counseling programs sponsored by the DoD are Military OneSource and
Military and Family Life Consultant (MFLC). Both services are free and provided by
master’s- or doctorate-level licensed mental health counselors (Weinick et al., 2011).

To date, the DoD has sponsored two completed studies of these programs. In one
study, the use of nonmedical counseling by active-duty servicemembers and their spouses
was assessed in the May 2010 Military Family Life Project survey (DMDC, 2011).
Military OneSource was the second most commonly used provider of counseling services
after TRICARE medical counseling services; more than one-half of survey respondents
reported that Military OneSource counseling was “helpful.” Another study collected
survey data from MFLC program participants to assess satisfaction with counseling
received from MFLC (DoD, 2012a). Nearly all survey respondents (98 percent) indicated
that the counseling from MFLC helped them to deal more effectively with their problems
and that they had received the type of counseling they desired (99 percent). Although
these findings are encouraging, they are based solely on cross-sectional survey data on
perceived benefits of the programs. The cross-sectional designs of these studies preclude
inferences regarding the extent to which these programs actually produce their intended
benefits. That is, stronger evidence of the programs’ effects on their targeted outcomes
(i.e., outcomes evaluations that have an experimental or quasi-experimental design) is
needed to know whether these programs actually work as intended and should be
promoted. Fortunately, both of these programs are being evaluated as part of a five-year
(FY 2013-FY 2017) program evaluation of DoD-wide family support programs (DoD,
2012b). The evaluations of Military OneSource and MFLC will examine the effect on
outcomes of face-to-face counseling provided by these programs.

Until stronger evidence of these nonmedical counseling programs’ effectiveness is
available, we recommend that the Air Force case managers promote use of these
programs primarily for wounded airmen whose concerns about the confidentiality of
mental health treatment are so great that they would otherwise decline any form of
treatment. That is, for airmen who have severe PTSD, depression, and/or other mental
health conditions, medical counseling that is explicitly designed to target these conditions
would typically be the preferred treatment option. However, given that confidential
medical counseling is not available through the DoD, and confidential medical
counseling provided by mental health professionals outside of the DoD is not free, free
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DoD-sponsored nonmedical counseling services may be the best treatment option
available to airmen who are concerned about the confidentiality of treatment.

Another confidential source available to military servicemembers is chaplains;
however, they are typically not mental health professionals, and their capabilities in this
regard have not been systematically evaluated (Besterman-Dahan et al., 2012; cf. Sloan,
Marx, and Keane, 2011). As with Military OneSource and the MFLC program, this
avenue is considered nonmedical rather than a confidential source for psychotherapy,
which is a clinical service. Sloan, Marx, and Keane describe some initiatives undertaken
through the Department of Veterans Affairs that also show promise. Echoing the
recommendation of a recently conducted study on DoD suicide prevention programs in
which NCOs expressed preference for referring suicidal servicemembers to chaplains
over behavioral health care providers (Ramchand et al., 2014), we recommend that
chaplains be trained to provide evidence-based nonmedical counseling so that they can
serve effectively as a high-quality resource for confidential counseling.

In terms of clinical care, efforts are under way to reduce or eliminate the stigma
associated with seeking mental health treatment (see, e.g., the description of programs in
Weinick et al., 2011), and some limited work suggests that mental health treatment-
seeking is unlikely to result in adverse career effect (Christensen and Yaffe, 2012). The
Air Force also seeks to make mental health providers more accessible (and access to
them somewhat less visible) by embedding them in primary care clinics through the
Behavioral Health Optimization Program (C. Munsey, 2009). These efforts, too, are
important, especially in light of Wong et al.’s (2013) finding that previously deployed
active-duty servicemembers are more likely to seek aid from a mental health specialist
provider rather than a primary care provider, perhaps owing to a preference for therapy
rather than medication. Though the current project was unable to tie perceived barriers
with the treatment setting in which they were experienced, future research is planned to
make this linkage more definitive and enable further targeted intervention efforts.

Seek Ways to Address Scheduling Difficulties

Concerns regarding stigma issues and confidentiality were not the only ones reported
by these injured and ill airmen, however. Nearly one-half of those airmen who reported
having desired but not obtained mental health treatment in the past year reported that one
of the barriers to care was difficulty scheduling an appointment. Scheduling difficulties
have several possible causes, including a shortage of mental health care providers,
inflexible clinic hours (e.g., clinics don’t offer appointments in the evenings or on
weekends), and difficulty navigating the bureaucracy of the medical clinic to reach the
point of contact who handles appointment scheduling. Although developing specific
options to resolve these issues was not within the scope of our study, efforts should be
made to address them. An example of an approach that may be implemented by the Air
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Force is having the nonmedical case managers for both the AFW2 and AFRCC programs
help to address scheduling difficulties by assisting airmen in calling the clinic to schedule
an appointment. This suggestion is based on the assumption that difficulty navigating
bureaucracy is one of the causes of appointment scheduling difficulties and that the case
managers in both of these programs will be able to navigate the bureaucracy effectively at
least some of the time. As these assumptions have not been tested, we offer this as a
suggestion and acknowledge that it may not be an effective remedy for appointment
scheduling difficulties.

Scheduling difficulty may also in part result from ongoing difficulties both the
services and the VA have experienced with regard to maintaining sufficient staffing to
meet the mental health service demand. In 2007, the Department of Defense Task Force
on Mental Health reported insufficient resources to meet demand; more recently the [OM
(2012) indicated that evidence regarding whether the DoD and the VA have been able to
sufficiently mitigate this shortfall is inadequate. Wells et al. (2011; see also IOM, 2012)
summarized a number of initiatives undertaken by the branches of service and the VA to
meet the ongoing and likely future demand for mental health services, including efforts at
prevention and innovative service provision. They noted that the National Institute of
Mental Health (NIMH) is also fully engaged in research efforts to aid the cause. We
recommend additional research to shed light on the causes of appointment scheduling
difficulties so that more targeted solutions to this problem can be developed.

Employment

Employment is another realm in which nonmedical case managers within the Air
Force assist in recovery and reintegration. Many of our respondents indicated that they
are currently employed at least part time. However, our results suggest that the
unemployment rate is somewhat elevated. Despite the expectation that reported
unemployment would typically be higher for those immediately or recently leaving
service, this finding still warrants attention and monitoring.

Those working at least part time indicated that they felt their average performance
over the past month was somewhat above the typical worker’s performance. This is a
self-rating of performance; given the study situation, peer or superior evaluations are
untenable and, moreover, all rating sources have their own biases (see Newman et al.,
2003, for a comprehensive review of that literature). However, we conclude that those
airmen who are currently employed feel that they are reasonable contributors to the
workforce.” The average estimate for absenteeism was that airmen lost between five and

>In evaluating this average perceived performance rating, the reader should keep in mind the high
proportion of our sample who screened positive for depression—and the research finding that depressed
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six hours of work over a seven-day period. That is, on average they worked less than their
employers expected them to work over that period of time, although there was wide
variation in this measure, and other employees indicated that they worked many more
hours than anticipated (keep in mind, also, that employers could anticipate more than 40
hours a week).

For those who indicated they were unemployed and looking for work or unemployed
because of their disability, we asked about perceived barriers to employment and found
that many felt that their disability was a barrier. Given that the majority of respondents
who reported that they were disabled and not working, concerns regarding disability
status are rational and not necessarily an avenue for intervention. However, self-efficacy
training is beneficial for others who are having difficulties finding employment
(Wanberg, 2012), and specific career counseling can help inform airmen of what options
are open to individuals with regard to reasonable accommodations at work. Therefore,
these are possible approaches for intervention even when work does not seem an
attainable goal initially. As part of the employment counseling assistance already
provided through AFW2, case managers may make recommendations for such services
and monitor the results to determine if this specific type of assistance is of value for this
population.

Offered Employment Assistance Should Focus on Individual Skill Sets and Their
Translation to New Contexts

Aside from disability, other reported barriers are potentially more amenable avenues
for intervention. For example, some respondents felt concern regarding their
qualifications, in particular that their deployments put them behind their civilian
counterparts (42 percent), or they reported a general lack of confidence (42 percent). The
literature suggests that attention to individual skill sets and their presentation on resumes
and in interviews, as well as individual preferences, pays dividends in the forms of
employment, lasting employment, and satisfaction (Drake, Bond, and Becker, 2012;
Resnick, Rosenheck, and Drebing, 2006; Wanberg, 2012). Moreover, there are many
employment aid offerings, and some of the most densely resourced are those provided for
wounded, ill, and injured warriors (GAO, 2012, noted 19 different programs in FY 2010).
Thus, we do not recommend additional programs, but rather suggest that the employment
assistance offered to airmen focus on individual skill sets and their translation to new
contexts. Specifically, there is a plethora of training options available for veterans
generally, and those with combat injuries in particular. Thus, AFW2 assistance can be

individuals have more accurate self-perceptions (see DiNisi and Sonesh, 2011, for a discussion of these
issues).
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used to point these airmen to programs that offer credentialing for experience gained
during service, or provide the training and education necessary to leverage such
experience and interests.

Reserve Component Members Need Continuing Attention

Across the domains examined, the Reserve and Guard personnel evidenced a higher
level of stressors that may strain personal resources to deal with further challenges. They
indicated more severe symptoms of mental health disorders and subsequently met
screening criteria for mental health diagnoses at a higher rate than active component
active-duty airmen. In terms of experienced barriers to care, they were more likely to
indicate that they were unsure of where to go to get help. On the positive side, they were
also more likely to be in treatment and receiving both medication and therapy. Within the
domain of employment, Reserve and Guard personnel who indicated that they were
employed at least part time also indicated that their productivity was lower than did our
other duty status groups. Wells et al. (2011) summarized other work that suggests that the
Reserve and Guard personnel may experience increased vulnerability to deployment-
related stressors. These findings, in tandem with the current project findings, suggest
continued attention to the needs of the reserve components will be necessary to make sure
the care they receive meets their needs.

Conclusion

The process of recovery and reintegration is likely to be lengthy for wounded airmen.
A long-term approach is needed to gauge the effectiveness of the many interventions and
conditions that affect this process. Thus, we suggest ongoing program evaluation. Many
studies have examined various aspects of the problem, but much remains to be done.
Moreover, as no one analysis can encompass the complexities that inhere in real life, it is
appropriate to leverage quality research from multiple avenues. The Air Force, by means
of this and other research, is starting to compile the necessary information. Our data are
cross-sectional in nature. We therefore present a snapshot of wounded airmen’s well-
being on a holistic set of indicators in the fall of 2011. Our findings reveal that enrollees
in the Air Force Wounded Warrior program are facing a variety of reintegration
challenges. These are likely to remain pressing for some time to come; the Air Force and
others must continue to provide support through this process. In a time of declining
resources, research can help determine the most effective means to do so.
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Appendix

A. Detailed Measures Information

Relationships and Social Support

Respondents were asked to indicate their current relationship status. Response options
included married and living together, married and living separately by choice, married
and living separately due to separate military assignments, living together as married,
dating exclusively, and no current exclusive relationship. An indicator for marital status
was created such that individuals were considered married if they endorsed either of the
options “married and living together” or “married and living separately due to separate
military assignments,” and individuals who endorsed any other relationship status were
considered not married.'

Respondents were also asked how many dependents they had: “How many children
do you have by birth or adoption who depend on you for more than half of their financial
support?” For every dependent, respondents were asked the dependent’s age and whether
or not he or she lived with the respondent.

Respondents also reported their household structure: “Who is living with you for
more than half the time?”” Response options included spouse or domestic partner,
children, parent(s)/parent(s)-in-law, sibling(s)/sibling(s)-in-law, other relatives, and
others not related to the respondent.

Respondents were also asked to nominate their primary supporter, i.e., the person
“who most often helps you deal with problems that come up.” Response options included
spouse or domestic partner, boyfriend or girlfriend, child, parent/parent-in-law,
brother/brother-in-law or sister/sister-in-law, other relative, friend, or not applicable
(don’t share problems with anyone).

Respondents rated their satisfaction with their marriage if they were married and
living together, married and living separately by choice, or married and living separately
due to separate military assignments. Respondents who were not in any of these
categories were instead asked to rate their satisfaction with their relationship with their
primary supporter. Satisfaction was assessed with a single item: Taking things all

! We considered including respondents in the category “married and living separately by choice” in the
“married” category of the marital status indicator because they are technically married, at least according to
the legal definition. However, because these individuals are separated by choice, we believed that they may
be categorically different from individuals who are married and not making motions to end their marriage.
Thus, we opted to exclude them from the “married” category.
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together, how satisfied are you with (“your marriage” if respondent was married; “the
relationship you have with the person who most often helps you deal with problems” if
respondent was not married)? Response options ranged from very satisfied (1) to very
dissatisfied (5). Responses were recoded so that higher scores indicate higher levels of
relationship satisfaction.

Respondents were also asked about their perceptions of the social support available to
them from different people in their lives. Two subscales from the Social Provisions Scale
(Cutrona and Russell, 1987) were used to assess two different dimensions of social
support: (1) Reliable Alliance, which refers to the availability of instrumental support
(e.g., people to depend on in an emergency), and (2) Attachment, which refers to the
availability of emotional support from and intimacy with other people. Sample items
from the Reliable Alliance subscale include: “There are people I can depend on to help
me if [ really need it,” and “If something went wrong, no one would come to my
assistance.” Sample items from the Attachment subscale include “I feel that I do not have
close personal relationships with other people,” and “I have close relationships that
provide me with a sense of emotional security and well-being.” Past research has
demonstrated the reliability, convergent validity, and divergent validity of the SPS
(Cutrona and Russell, 1987). Each subscale consists of four items, each of which is rated
on a Likert scale with response options ranging from strongly disagree (1) to strongly
agree (4). Possible scores on the Reliable Alliance and Attachment subscales range from
4 to 16. Subscale items are scored and aggregated so that higher subscale scores connote
higher levels of perceived social support. Internal consistency reliability estimates for
both of these subscales were very high in the current analysis (Reliable Alliance:
Cronbach’s alpha = 0.87; Attachment: Cronbach’s alpha = 0.81).

TBI Screening

We screened for the occurrence of a TBI during deployment or deployment-related
activities with the Brief Traumatic Brain Injury Scale (BTBIS), a measure that has been
used by the military with servicemembers returning from OEF/OIF (Schwab et al., 2007).
Respondents screened positive for the occurrence of a TBI if they endorsed any injury
during deployment from a fragment, bullet, vehicular accident, fall, explosion (e.g., I[ED),
or something else and reported having experienced an alteration in consciousness right
after the injury, such as being dazed, confused, or “seeing stars”; not remembering the
injury; or having a loss of consciousness (LOC) for any length of time (Schwab et al.,
2005). Response options for LOC were broken down into three different intervals of
time: LOC for less than one minute, between one and 20 minutes, and greater than 20
minutes.
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PTSD Screening

The PTSD Checklist (PCL; Weathers et al., 1993), an instrument that contains 17
symptom items keyed directly to the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV; American Psychiatric Association, 1994), was used
to screen for PTSD. Respondents indicated the extent to which they had been bothered by
each symptom in the past 30 days on a scale with response options ranging from 1 (not at
all) to 5 (extremely). The PCL has been used to study post-traumatic distress in various
military samples (e.g., Grieger et al., 2006) and is commonly used to screen for PTSD in
both the Department of Defense (DoD) and the Veterans Health Administration (VHA).

Respondents were classified as screening positive for PTSD in accordance with
guidelines offered by Weathers et al. (1993). Symptoms were counted as present if
respondents indicated that they had been at least “moderately (3)” bothered by the
symptom. Based on the DSM-IV definition, also known as the cluster scoring method,
respondents were classified as screening positive or negative for PTSD. This scoring has
been shown to have high sensitivity and specificity, 1.00 and 0.92, respectively (see
Brewin, 2005, for a review of different scoring methods).

MDD Screening

The Patient Health Questionnaire-8 (PHQ-8; Kroenke, Spitzer, and Williams, 2001;
Lowe, Kroenke, et al., 2004) was used to screen for MDD. The PHQ-8 assesses all of the
criteria on which a DSM-IV diagnosis of MDD is based except for suicidal ideation.
Responses to the PHQ-8 are provided with respect to the frequency with which
symptoms were experienced in the past two weeks on a four-point (0-3) scale. The PHQ-
8 is well validated and widely used as a brief screening measure in civilian settings
(e.g., Lowe, Spitzer, et al., 2004) and in the DoD and VA. Respondents were classified as
screening positive for MDD if they had a total score of 10 or above on the PHQ-8,
following the recommended cut-point (Kroenke, Spitzer, and Williams, 2001). This cut-
point yields a sensitivity of 0.99 and a specificity of 0.92, which is slightly more specific
than the PHQ-9 (Kroenke et al., 2001).

Alcohol Consumption and Misuse

We screened for alcohol misuse with the Alcohol Use Disorders Identification Test—
Consumption (AUDIT-C; Bush, Kivlahan, McDonell, Fihn, and Bradley, 1998). The
AUDIT-C has been validated in past research as a screener for identification of
individuals with heavy drinking and/or active alcohol abuse or dependence in past
research (Bush et al., 1998). This scale consists of three items that assess quantity and
frequency of typical and heavy drinking. Participants answer each item on a 0—4 scale,
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and composite scores are computed by summing item scores. In the current research,
alcohol misuse was defined by a score of 4 or higher in males and a score of 3 or higher
in females, consistent with the cutoffs used by the VHA (Achtmeyer and Bradley, 2011).
In past research, this cutoff for males has been shown to have a sensitivity of 0.86 and a
specificity of 0.72 in VA outpatients and a sensitivity of 0.86 and specificity of 0.89 in
non-VA outpatients (Achtmeyer and Bradley, 2011). This cutoff in females has been
shown to have a sensitivity of 0.66 and specificity of 0.94 in VA outpatients and a
sensitivity of 0.73 and specificity of 0.91 in non-VA outpatients (Achtmeyer and Bradley,
2011).

llicit Drug Use

Respondents’ use of illicit substances during the previous 12 months was assessed
with the following question, “In the past 12 months have you used any ?” with
respect to three different categories of illicit substances: (1) marijuana, (2) other illegal
drugs, including cocaine, opium, amphetamines, or Ecstasy, and (3) any prescription
medication that was not prescribed for the respondent by a doctor or was used in a way
other than as prescribed.

Mental Health Services Utilization and Preferences

Utilization of any type of mental health services in the previous year was assessed
with a single question: “In the past 12 months have you received any of the following
types of treatment for stress, emotional, alcohol, drug, or family problems?”” Response
options included medication prescribed by a mental health care provider, some type of
counseling or talk therapy provided by a mental health specialist, and some other
treatment. Respondents who endorsed any of these response options were considered to
have received some sort of mental health treatment in the past year. For every type of
treatment the respondent reported having received, the respondent was asked to indicate
all of the settings in which he or she had received that type of treatment. Response
options included military treatment facility, VA facility, and civilian facility.

Respondents were also asked to indicate their preferred type of provider if cost were
not an issue: “If you wanted to get mental health care and could go to any type of
provider free of charge, would you go to...” Response options were mutually exclusive
(i.e., the respondent could choose only one option) and included military treatment
facility, VA facility, civilian facility, and none of these. Preferences for type of treatment
were also assessed: “If you wanted to get mental health care and could afford any of the
following types of treatment, which one of the following treatments would you choose?”’
The mutually exclusive response options included medication prescribed by a health care
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provider, some type of counseling or talk therapy provided by a mental health specialist,
and neither.

Unmet Need for Mental Health Services and Barriers to Care

To assess unmet need for mental health services during the previous year, we asked
respondents a single question: “In the past 12 months was there ever a time when you
wanted to get professional help for a mental health, stress, family or alcohol problem but
did not?” Respondents who answered “yes” to this question were then read a list of 12
concerns and asked to select those that had kept them from getting help when they
needed it. Respondents who answered “no” were read the same list of concerns and asked
to indicate which concerns would make it difficult for them to get help in the future if
they needed it. The concerns on the list were drawn from previous studies of mental
health treatment barriers conducted in military samples (Schell and Marshall, 2008;
Vaughan et al., 2011). Original sources of the barriers include the National Comorbidity
Survey Replication (NCS-R) (e.g., Kessler et al., 2005) and the Hoge et al. (2004) study
of barriers to care in the military. The list comprises three broad classes of barriers to
care: logistical barriers (e.g., “difficulty scheduling an appointment”), institutional and
cultural barriers (“concerns about harm being done to your career’), and beliefs and
preferences for treatment (e.g., “believing that the mental health treatments available to
you are not very good”).

Physical Health

The Medical Outcomes Study Short Form 36 General Health Survey (SF-36; Ware,
Snow, Kosinski, and Gandek, 1993) subscales of general health and role limitations due
to physical health were used to assess respondents’ physical health. General health was
self-reported on a scale that ranged from 1 (excellent) to 5 (poor). Role limitations due to
physical health were assessed with four items asking the respondent about the occurrence
of four problems with “work or other regular daily activities as a result of your physical
health” during the past four weeks. Both subscales were scored in accordance with the
recommendations of Hays, Sherbourne, and Mazel (1993). Subscale scores range from 0
to 100, with higher scores indicating better health. The reliability and validity of the SF-
36 have been extensively documented in past research (Brazier et al., 1992; Buchwald et
al., 1996; Stansfeld, Roberts, and Foot, 1997; Ware et al., 1993).

Employment Status

Respondents were asked to select their current employment status from a list that
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included the following options: “working full time,” “working part time,” “unemployed

91



29 ¢

and looking for work,” “disabled and not working,” “full-time student,” “part-time
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student,” “homemaker,” “retired,” and “not employed, not looking for work.”
Employment status was then defined two ways. One method used the entire sample as the
denominator and divided the sample into mutually exclusive categories of current
employment status for descriptive purposes. The other method used the denominator
defined in the U3 measure of unemployment used by the Bureau of Labor Statistics
(BLS, 2010). This denominator is restricted to the civilian workforce, defined as
individuals who are currently employed either part or full time and those who are
unemployed and looking for work. The numerator was the number of individuals who

reported that they were unemployed and looking for work.

Job Performance and Satisfaction

The absenteeism and presenteeism questions from the World Health Organization
Health and Work Performance Questionnaire (WHO HPQ; Kessler et al., 2003) were
used to assess absenteeism and presenteeism in respondents who were employed part or
full time. Absolute absenteeism was computed based on respondents’ self-reports of the
total number of hours that they had worked in the past seven days and the number of
hours that their employers expected them to work in a typical seven-day week. Both of
these numbers were multiplied by four to convert estimates for the past week to a month,
and then the estimated number of hours that the respondent had worked in the past month
was subtracted from the estimated number of hours that the respondent’s employer
expected him or her to work during the past month. Positive values indicate hours of
work lost, with higher positive values indicating more hours of work lost, i.e., greater
absenteeism. A value of zero indicates no hours of work lost (i.e., the number of hours
actually worked was equal to the number of hours of work expected by the employer),
and negative values indicate that the respondent worked more than his or her employer
expects. The maximum and minimum values allowed on each of these absenteeism
questions are 97 and zero, respectively, and thus the range of possible scores is -388 to
388.

Absolute presenteeism was computed based on a question asking individuals to “rate
your overall job performance on the days you worked during the past four weeks (28
days)” on a scale that ranged from 0 (worst performance) to 10 (top performance). Their
self-rating was then multiplied by 100 to represent their presenteeism score as a
percentage. Absolute presenteeism scores therefore range from 0 to 100, with higher
scores indicating higher self-perceived job performance.

Job satisfaction was assessed with a single question: “How satisfied are you with your
job in general?” Response options ranged from 1 (very dissatisfied) to 5 (very satisfied).
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This single-item measure of job satisfaction has been validated in past research (Scarpello
and Campbell, 1983; Weiss et al., 1967).

Work Involvement

Respondents were also asked questions about their work involvement. This construct
pertains to the centrality of work to one’s life, as opposed to work simply being a way to
earn money. Based on a measure developed by Warr et al. (1979), six questions about
work involvement were asked. Sample items include “Having a job is very important to
me,” and “I would soon get very bored if I had no work to do.” Response options for each
item ranged from disagree a lot (1) to agree a lot (5). Internal consistency reliability for
this set of items was good in the current sample (Cronbach’s alpha = 0.83). Items were
summed to obtain a composite scale score, with higher scores indicating greater
perceived centrality of work to one’s life.

Vocational Rehabilitation Services Utilization

Respondents were asked to indicate whether they had received vocational
rehabilitation services from any of the following settings: military program, a VA
program, or another program.

Barriers to Employment

Respondents whose current employment status was “disabled and not working” or
“unemployed and looking for work™ were asked to indicate which of 16 potential barriers
to employment “make it difficult for you to obtain employment.” Barriers assessed in our
research were drawn from another survey of wounded warriors (data not publicly
releasable). Barriers fell roughly into four major categories: disability-related barriers
(e.g., “no one will hire me because of my injury or disability”); concerns about
qualifications, skills, or abilities needed for the civilian labor market (e.g., “I lack
confidence in myself and my abilities™); disincentives to obtain employment (e.g.,
“would lose financial benefits”); and other (e.g., “do not know about available jobs”).

Financial Strain

Financial strain was assessed with two main measures. One indicator of financial
strain was the categorization of veterans as above or below the federal poverty guidelines
set by the U.S. Department of Health and Human Service for 2010 (DHHS, 2010). This
categorization is derived from the respondent’s best estimate of his or her household’s
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total annual income from all sources before taxes in 2010 and the number of people in
their household supported by their total household income.

The other measure of financial strain consisted of three items designed to assess
respondents’ self-perceived financial difficulties (Vinokur and Caplan, 1987).
Respondents indicated how difficult it was to live on their household income at the
present time on a scale that ranged from 1 (not at all difficult) to 5 (extremely difficult or
impossible). Respondents also answered two questions about the extent to which they
expected to experience, over the next two months, financial adversity such as not having
a home or enough food or medical care and having to reduce their lifestyle to the bare
necessities. Both of these questions were rated on a scale that ranged from 1 (not at all) to
5 (a great deal). Internal consistency reliability for this scale was good in the current
sample (Cronbach’s alpha = 0.80). Responses to these three questions were averaged to
obtain a composite scale score for financial strain.

Housing Stability

We developed several indicators related to past and current housing situations and
stability. In the absence of well-validated measures of the constructs of interest, we
solicited input from experts in homelessness (Joan Tucker and Paul Koegel) to inform the
development of our indicators. In general, our location items were phrased such that they
could be comparable to the conceptualization of homelessness embodied by the
McKinney-Vento Homelessness Act.

First, we assessed lifetime history of homelessness by asking airmen whether they
had ever spent the night in one of the following locations: a transitional shelter or
program; a homeless shelter; in a chapel or church (but not in a bed); an all-night theater
or other indoor public place; an abandoned building; a car or vehicle; or the street or
other outdoor place. Airmen who endorsed any of these options were considered to have
a lifetime history of homelessness; Airmen who did not endorse any of these options
were skipped out of the rest of this section of the survey. We then asked airmen about the
first and last times they had spent the night in any of the locations that they endorsed in
the previous question and used this information to develop indicators of whether they had
been homeless for a night since their most recent return from deployment and whether
their first time being homeless had occurred since their most recent return from
deployment. We also assessed the duration of time that respondents had lived at their
current place of residence.

We also asked some more in-depth questions to gauge the stability of respondents’
housing situations over the previous six months. Respondents were given a list of
different settings in which they might have lived during the previous six months and
asked to indicate where they had lived during the previous six months. Settings on the list
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included the following: their own home; a partner’s home; the home of a family member;
the home of a friend; a self-paid hotel or motel room; a partner-paid hotel or motel room;
a family or friend paid hotel or motel room; a hotel or motel room paid for with a
voucher; a boarding, transition or halfway house; a residential alcohol or drug detox
program; a psychiatric or drug treatment inpatient facility; a hospital, a jail or prison; a
shelter or other program; a mission or shelter; a church or chapel; an all-night theater or
similar; an abandoned building; a vehicle; or the street. We classified the following
settings as indicative of homelessness in the previous six months: a hotel or motel room
paid for with a voucher; a boarding, transition, or halfway house; a mission or shelter; a
church or chapel; an all-night theater or similar location; an abandoned building; a
vehicle; or the street. Airmen who selected a setting indicative of homelessness were
asked how long they had spent there. We classified the following settings as potentially
at-risk for homelessness: the home of family or friends; a hotel room paid for by
themselves, a partner, or family or friends; residential alcohol or drug detox; a psychiatric
hospital or drug treatment facility; and hospital. Respondents who indicated having lived
in an apartment or home of their own or a partner’s home, apartment, or room were
considered not to have been homeless in the past six months. Respondents were also
asked to select their current housing situation from the list and were classified as
currently homeless or at-risk for homelessness using the same definitions described
above.

In addition to applying our objective definitions of homelessness to characterize
respondents’ living situations, we asked respondents to indicate whether they considered
themselves to have been homeless at any time during the previous six months to gauge
their self-perception of their housing situation. Finally, we asked respondents who did not
currently live in their own or their partner’s home to indicate the main reason they did not
currently live in their own or their partner’s home. Reasons on the list included the
following: saving money for my own place; hiding from creditors; cannot afford it; house
foreclosed on; enjoy staying with friends/family; left housing due to relationship
difficulties with living companions; hard to find quality housing; do not feel it is
necessary to live in an apartment or home that you and/or your partner own or rent.

Perceived Helpfulness of Assistance and Services

Respondents were asked to indicate whether each of ten different types of assistance
and services would be useful to them, regardless of whether they had ever received it.
The types of assistance and services assessed included medical care, financial aid for
education, job training, housing assistance or loans, transitional housing, general
information (e.g., about rules or policies, or about what’s available and how to access it),
an advocate (i.e., someone to try to get help for the respondent), help connecting with

95



others on a personal level, a helping hand (e.g., loans, donations, services to help out with
some of your responsibilities), and activities (e.g., for fitness, recreation, stress relief,
family bonding). Some of these items were drawn from a list of desired types of
assistance and services that was used in a previous study of OEF/OIF veterans (Vaughan
et al., 2011), and others were created specifically for our project.

Air Force Wounded Warrior Program Utilization and Perceptions

All respondents were asked whether they had had contact with an AFW2
representative. Respondents who answered this question affirmatively were then asked
whether this contact was initiated by them (the respondent) or the AFW2 representative
and to indicate which of seven types of AFW2 services they had received. Types of
AFW2 services assessed included referrals to other services, help or advice for filling out
paperwork, advice for life matters, advice for dealing with red tape, whether AFW2 had
someone contact the respondent to give him/her assistance, regular supportive calls, and
some other help or service.

Respondents who reported having received at least one type of AFW2 service were
then asked to indicate whether they agreed or disagreed with several statements designed
to assess their perceptions of the services provided by the AFW2 program. Respondents
indicated their agreement or disagreement with the following statements: (1) the case
managers give me good information on what resources are available to me, (2) the
services available through AFW?2 case managers can’t really help me deal with any issues
caused during my Air Force service, (3) I would like for the AFW2 case managers to
contact me more often, (4) AFW2 case managers are available and ready to help me if I
wanted to contact them, and (5) overall, I am satisfied with the services provided by the
AFW?2 program.

Air Force Recovery Care Coordinator Program Utilization and
Perceptions

Respondents were asked whether they had received any services from the AFRCC
program. Respondents who answered this question affirmatively were then asked which
of several types of help or services they had received from a Recovery Care Coordinator:
(1) assistance with goal-setting and planning for the future through the development of a
Comprehensive Recovery Plan (CRP) or Recovery Care Plan (RCP), (2) referrals to other
services and programs for veterans or combat-injured airmen, (3) help accessing services
and programs for veterans or combat-injured airmen, (4) advice for life matters, (5)
regular supportive calls, (6) follow-up after the development of your Comprehensive
Recovery Plan and Recovery Care Plan to help you stay on track to meet your goals, (7)
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help adjusting to or coping with physical or mental health conditions that you developed
during or after your military service, and (8) some other help or service.

Several statements designed to assess respondents’ perceptions of various aspects of
the AFRCC program and potential barriers to program utilization were then asked.
Respondents’ agreement with the following statements regarding the AFRCC program
was assessed: (1) the RCCs can give me good information on what resources are
available to me, (2) they can help me get access to the services and programs that I need,
(3) they can’t really help me deal with any issues or problems caused during my Air
Force service, (4) they are easy to get in touch with if I wanted to contact them,

(5) others, such as family members, friends, or coworkers, would think less of me for
getting help or services from the AFRCC program, (6) my career would be harmed by
getting help or services, (7) the RCCs can help me to achieve my personal goals,

(8) overall, I am satisfied with the services provided by the AFRCC program.
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B. Survey Instrument

AIR FORCE SERVICE HISTORY'

[If this is not the respondent’s first survey administration and the respondent
indicated in a previous administration that he or she was in the category
“‘permanent disability retirement” (option 3) in MS1b, skip out of the section on
Air Force Service History.]

MS1ab. Have you been referred to the Medical Evaluation Board?
1. Yes
2. No (skip to MS2)
97. Not sure (skip to MS2)
99. Refused (skip to MS2)

MS1b . Which of the following was the outcome of your Physical Evaluation
Board? [READ OPTIONS, RECORD SINGLE RESPONSE]
1. Not applicable - | am going through the Medical Evaluation Board but have
not been referred to the PEB
Permanent disability retirement
Placed on the temporary disability retirement list
. Other
97. Not sure
99. Refused

NSRS

[If this is not the respondent’s first survey administration, skip MS2 and go to
MS3.]
MS2. Did you spend most of your career in the Air Force as officer or enlisted?
1. Officer
2. Enlisted

99. Refused

MS3. Considering all periods during which you were on active duty together, how
many total YEARS did you spend on active duty in the military?
(Programmer: Program drop-down menu with response options ranging from 0 to
40 years, 99 Refused)

! Note: this reflects the web version of the survey.
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PROGRAM EVALUATION

Air Force Wounded Warrior Questions

PR1. Have you been in contact with a representative of the Air Force Wounded
Warrior program? [Notes: If this is not the respondent’s first time completing the
survey and the respondent provided a valid response (i.e., response other than
“‘don’t know” or “refused”) to this question in the previous survey, add to the end
of the question “since we last spoke with you in (insert month and year of
previous survey administration”)?”]

1. Yes (Go to PR1a)

2. No (Go to PR5)

3. I'm not sure what the Air Force Wounded Warrior program is (Go to PR5)
99. REF (Go to PR5)

PR1a. Did the representative of the Air Force Wounded Warrior Program contact
you first, or did you contact the Air Force Wounded Warrior Program first?

1. The representative of the Air Force Wounded Warrior Program contacted me
first.

2. | contacted a representative of the Air Force Wounded Warrior Program first.
99. REF

PR2. What help or services have you received from the Air Force Wounded
Warrior program? [If this is not the respondent’s first time completing the survey
and the respondent provided a valid response to this question in the previous
survey, add to the end of the question “since you last completed this survey in
(insert month and year of previous survey administration”)?”]

[Programmer: Response options include:]
1. Yes
2. No
99. REF
a. Referrals to other services
b. Help or advice for filling out paperwork
c. Advice for life matters
d. Advice for dealing with red tape
e. They had someone contact me to give me assistance
f. Regular supportive calls
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g. Some other help or service

[Programmer: If respondent does not answer “yes” to any of items a-g of
PR2, skip to PR4]

PR3. Please indicate whether you agree or disagree with each of the following
statements about the Air Force Wounded Warrior program.

Response options include:
1. Agree

2. Disagree

99. REF

a. The case managers give me good information on what resources are
available to me.

b. The services available through Air Force Wounded Warrior case
managers can'’t really help me deal with any issues caused during my Air
Force service.

c. | would like for the Air Force Wounded Warrior case managers to
contact me more often.

d. Air Force Wounded Warrior case managers are available and ready to
help me if | wanted to contact them.

e. Overall, | am satisfied with the services provided by the Air Force
Wounded Warrior program.

Ask PR4 only if the respondent answered no/not sure/ref to all of pr2a-g, i.e.,
they have not received help or services.

PR4. Which of the following kept you from receiving any help or services from
the Air Force Wounded Warrior Program? [If this is not the respondent’s first
time completing the survey and the respondent provided a valid response to
this question in the previous survey, add to the end of the question “since
(insert month and year of previous survey administration”)?”]

Response options include:
1. Yes
2. No
99. REF
a. Not knowing what type of services are provided

b. Thinking that the services provided would not be effective in addressing your
problems

c. Difficulty contacting the case managers
d. Concerns that information you shared with would not be kept confidential
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e. Concerns that others, such as family members, friends, or co-workers, would
think less of you for getting help or services from the Air Force Wounded
Warrior program

f. Concerns that your career would be harmed by getting help or services

g. Concerns that getting help would lead to more requirements of you, such as
time, money, or paperwork

Air Force Recovery Care Coordinator Program Questions

PRS. Have you received any help or services from an Air Force Recovery Care
Coordinator? [If this is not the respondent’s first time completing the survey and
the respondent provided a valid response to this question in the previous
survey, add to the end of the question “since (insert month and year of previous
survey administration”)?”]

1. Yes (ask PRG6)
2. No (skip to PR8)

3. Not sure what the Air Force Recovery Care Coordinator program is (skip to
PR8)

4. Does not apply (skip to PR8)
99. REF

PR6. What help or services have you received from an Air Force Recovery
Care Coordinator? [If this is not the respondent’s first time completing the
survey and the respondent provided a valid response to this question in the
previous survey, add to the end of the question “since (insert month and year of
previous survey administration”)?”]

[Programmer: Response options include:]
1. Yes

2. No

99. REF

Have you received...

a. Assistance with goal-setting and planning for the future through the
development of a Comprehensive Recovery Plan (CRP) or Recovery Care
Plan (RCP)

b. Referrals to other services and programs for veterans or combat-injured
Airmen

c. Help accessing services and programs for veterans or combat-injured
Airmen

d. Advice for life matters
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e. Regular supportive calls

f. Follow-up after the development of your Comprehensive Recovery Plan
and Recovery Care Plan to help you stay on track to meet your goals

g. Help adjusting to or coping with physical or mental health conditions
that you developed during or after your military service

h. Some other help or service

PR7. Please indicate whether you agree or disagree with the following statements
about the Air Force Recovery Care Coordinator program.

Response options include:
1. Agree

2. Disagree

99. REF

a. The Recovery Care Coordinators (RCCs) can give me good information on
what resources are available to me.

b. They can help me get access to the services and programs that | need.

c. They can’t really help me deal with any issues or problems caused during my
Air Force service.

d. They are easy to get in touch with if | wanted to contact them.

e. Others, such as family members, friends, or co-workers, would think less of
me for getting help or services from the Recovery Care Coordinator program

f. My career would be harmed by getting help or services
g. The RCCs can help me to achieve my personal goals.

h. Overall, | am satisfied with the services provided by the Recovery Care
Coordinator program.

PR8. Veterans and combat-injured Airmen are eligible for a wide range of
possible benefits and services. Which of the following benefits, if any, have you
received since your most recent deployment or deployment-related activities?
[If this is not the respondent’s first time completing the survey and the
respondent provided a valid answer to this question in his/her previous survey
administration, substitute “since (insert month and year of previous survey
administration)” for “since your most recent deployment.”]

[Programmer: Response options include:]
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1. Yes
2. No
99. REF

Have you received...

Medical care at any VA facility

Assistance at a VA Vet Center

Financial aid for education

Disability payments

Military retirement pay

Housing assistance or loans

Transitional housing

Reduced costs of health insurance for myself or my family members

NG~ LN =

PRO9. For each of the following types of assistance or services, please select
“yes” if it would be helpful to you or “no” if it would not be helpful to you,
regardless of whether you've ever used it.

Response options:
1. Yes

2. No

98. DK

99. REF

1. Medical care

2. Financial aid for my education

3. Job training

4. Housing assistance or loans

5. Transitional housing

6. General information: for example, about rules or policies, or about what's
available and how to access it

. An advocate: someone to try to get help for you

. Help connecting with others on a personal level

. A helping hand: loans, donations, services to help out with some of your
responsibilities

10. Activities: for fitness, recreation, stress relief, family bonding

O 00 N

As a reminder, all of these questions are confidential.

PR10. In addition to health insurance you may have through the VA or Tricare,
are you currently covered by any other health insurance? This may include
health insurance you purchase directly, that you get through an employer or
union, or that you get through a spouse or parent.
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1. Yes
2. No
99. Refused

MENTAL HEALTH

The following questions are about things that might have happened while you
were in the military.

Trauma History

You are going to be asked about your reactions to difficult or stressful events that
people sometimes experience or witness during deployment or deployment-
related situations. Some examples of this are being in some type of serious
accident; witnessing an accident that resulted in serious injury or death; being
physically moved or knocked over by an explosion; having a friend who was
seriously wounded or killed; seeing dead or seriously injured non-combatants;
or being forced to have sex when you didn’t want to.

TE1. While you were deployed, did you experience or witness any events similar
to those just described during which you felt that you or someone else were
going to die or be killed?

1.Yes (go to TE2)

2.No (go to PCL1)

99. REF (go to PCL1)

TEZ2. Did you feel intense fear, helplessness, or horror during any of these
events?

1. Yes

2. No

99. REF
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PTSD Checklist (PCL)

The following is a list of reactions that Airmen sometimes experience following
deployment or in response to other stressful life experiences. Please indicate
how much you have been bothered by each problem IN THE PAST 30 DAYS.

PCLA1. In the past 30 days how bothered have you been by (insert a-q), not at all,
a little bit, moderately, quite a bit, or extremely bothered?

(Response options are)
Not at all A Little Bit Moderately Quite a Bit Extremely  (vol.) Ref

1 2 3 4 5 99

a. Repeated, disturbing memories, thoughts, or images of the stressful
experience

b. Repeated, disturbing dreams of the stressful experience

c. Suddenly acting or feeling as if the stressful experience were happening
again (as if you were re-living it)

d. Feeling very upset when something reminded you of the stressful
experience

e. Having physical reactions (like heart pounding, trouble breathing,
sweating) when something reminded you of the stressful experience

f. Avoiding thinking about or talking about the stressful experience or
avoiding having feelings related to it

g. Avoiding activities or situations because they reminded you of the
stressful experience

h. Trouble remembering important parts of the stressful experience

i. Loss of interest in activities that you used to enjoy

j- Feeling distant or cut-off from other people

k. Feeling emotionally numb or being unable to have loving feelings for
those close to you

|. Feeling as if your future somehow will be cut short

m. Trouble falling or staying asleep

n. Feeling irritable or having angry outbursts

0. Having difficulty concentrating

p. Being “super alert” or watchful or on-guard

g. Feeling jumpy or easily startled

PCL2. [IF ALL PCL1=1, THEN SKIP TO TBI1.] Were these symptoms due to
stressful experiences that occurred during a military deployment or other
operation or training?

1.Yes

2.No

99. Refused
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Brief Traumatic Brain Injury Scale

[Ask TBI1 and TBI2 only of respondents who are completing the survey for the
first time or who provided an invalid response during their first survey
administration. If respondent says no or not sure to options 1 through 6 of
TBI1, skip TBI2 and proceed to next section.]

TBI1. Did you have any injuries during any deployments or deployment-related
activities from any of the following? Please select yes or no for each.

[Programmer; Response options include:]
1.Yes

2.No

99. Refused

1.Fragment

2. Bullet

3.Vehicular (any type of vehicle including airplane)
4 Fall

5.Explosion (IED, RPG, land mine, grenade, etc.)

6. Other

TBI2. Did any injury you received while deployed or during related activities result
in any of the following? Please select yes or no for each.
Response options:

1.Yes
2.No
98.DK
99. Refused
1. Being dazed, confused, or “seeing stars”
2. Not remembering the injury
3. Losing consciousness (knocked out) for less than a minute
4. Losing consciousness for 1-20 min
5. Losing consciousness for longer than 20 min
6. Having any symptoms of concussion afterward (such as headache,
dizziness, irritability, etc.)
7. Head injury

107



Depressive Symptoms (Patient Health Questionnaire-8)

Now you will be asked some questions about your mood, and problems that may have
bothered you over the last 2 weeks. Please answer just for the last 2 weeks, even if that
period has not been usual for you.

D1.

D2.

D3.

DA4.

little

D5.

In the last 2 weeks how often have you been bothered by having little interest or
pleasure in doing things:

A WODN -

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

In the last 2 weeks how often have you been bothered by feeling down,
depressed, or hopeless?

A WODN -

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

In the last 2 weeks how often have you been bothered by trouble falling asleep or
staying asleep, or sleeping too much?

AW N =

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

In the last 2 weeks how often have you been bothered by feeling tired or having
energy?

A WN =

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

In the last 2 weeks how often have you been bothered by poor appetite or
overeating?
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Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

AW N =

D6. In the last 2 weeks how often have you been bothered by feeling bad about
yourself — or that you are a failure or have let yourself or your family down?

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

A WN -

D7. In the last 2 weeks how often have you been bothered by trouble concentrating
on things, such as reading the newspaper or watching television?

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

AW N =

D8. In the last 2 weeks how often have you been bothered by moving or speaking so
slowly that other people could have noticed? Or the opposite — being so fidgety or
restless that you were moving around a lot more than usual?

Not at all,

Several days,

More than half the days, or
Nearly every day

99 REF

A WODN -
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Alcohol Use

[For all questions in the Alcohol Use section, if this is not the respondent’s first
time completing the survey, replace the time qualifier “in the past 12 months” with
“since (insert month and year of previous survey administration).”]

As a reminder, all of these questions are confidential.

AU1. How often did you have a drink containing alcohol in the past 12 months?
Consider a “drink” to be a can or bottle of beer, a glass of wine, a wine cooler, or
one cocktail or a shot of hard liquor (like scotch, gin, or vodka).

1. Never (skip to DU1)

2. Monthly or less

3. 2 to 4 times a month

4. 2 to 3 times a week

5. 4 to 5 times a week

6. 6 or more times a week
99. REF

AU2. How many drinks did you have on a typical day when you were drinking in
the past 12 months?

1. 0 drinks

2.1 to 2 drinks

3. 3to 4 drinks

4.5 to 6 drinks

5.7 to 9 drinks

6. 10 or more drinks
99. REF

AU3. How often did you have 6 or more drinks on one occasion in the past 12
months?

1. Never

2. Less than monthly
3. Monthly

4. Weekly

5. Daily or almost daily
99. REF
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Drug Use
Again, please remember that all of these questions are confidential.

[For all questions in the Drug Use section, if this is not the respondent’s first time
completing the survey, replace the time qualifier “in the past 12 months” with
“since (insert month and year of previous survey administration).”]

DU1. In the past 12 months have you used any marijuana?

1. Yes
2. No
99. Refused

DU2. In the past 12 months have you used any other illegal drugs, this includes
cocaine, opium, amphetamines, or ecstasy?

1. Yes

2. No

99. Refused

DU3. In the past 12 months have you used any prescription medication that was
not prescribed for you by a doctor, or used these medications in a way different
than prescribed?

1. Yes

2. No

99. Refused

Mental Health Treatment History

MH1. In the last 12 months, have you received any of the following types of
treatment for stress, emotional, alcohol, drug, or family problems? For each
type of treatment, please select “yes” if you have received it or “no” if you
have not. [If this is not the respondent’s first time completing the survey,
replace “In the last 12 months” with “Since (insert month and year of previous
survey administration)”.]

Response options include:
1. Yes
2. No
99. REF

a. Medication prescribed by a health care provider.
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b. Some type of counseling or talk therapy provided by a mental health
specialist such as a psychiatrist, psychologist, counselor, or social worker;
c. Other

(If respondent answers “yes” to a, b, or ¢ of MH1, ask MH2 for each of these; if
respondent answers “no” or “refuse” to a, b, and ¢ of MH1, skip to MH3)

MH2. Where did you (receive medication/participate in therapy/receive other
treatment)? For each of the following, please select “yes” if you received
(medication/participate in therapy/receive other treatment) there or “no” if you
did not.

Response options include:
1. Yes
2. No
99. REF

a. Military health facility
b. VA facility
c. Civilian facility

Unmet Need/Desire for Mental Health Treatment

MH3. In the last 12 months, was there ever a time when you wanted to get
professional help for stress, emotional, alcohol, drug, or family problems
but did not? [If this is not the respondent’s first time completing the survey,
replace “In the last 12 months” with “Since (insert month and year of
previous survey administration)”.]

1. Yes
2. No
99. Refused

Barriers to Mental Health Treatment
MH4. (Use different introductory question for each of the following 2 categories):

1) (Ask this of people who indicated in question MH3 above that they did not
want treatment): Even when people need to get help for their emotional or
personal problems they may find it difficult to get help. If in the future you
wanted help for stress, emotional, alcohol, drug, or family problems, which of
the following concerns would get in the way of seeking or receiving treatment
for any of these problems? Please select yes or no for each concern listed.
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2) (Ask this of people who indicated in question MH3 above that they wanted
help but did not receive it): Thinking back to the time or times when you
wanted to get professional help for stress, emotional, alcohol, drug, or family
problems but did not, which of the following concerns kept you from getting
professional help? Please select yes or no for each concern listed. [If this is
not the respondent’s first time completing the survey, insert the time qualifier
“since (insert month and year of previous survey administration)” after “family

problems..

7]

Answer categories are:

1. Yes

2. No

99. Refused

ok wON~

© oo N

Not knowing where to get help or who to see

Difficulty arranging transportation to treatment

Difficulty getting child care or time off of work

Difficulty scheduling an appointment

Difficulty paying for mental health treatment

Believing that the mental health treatments available to you are
not very good

Medications having too many side-effects

Concerns about your treatment not being kept confidential

. Concerns that your friends, family, or coworkers would respect

you less

10. Concerns about losing contact or custody of your children
11.Concerns about harm being done to your career
12. Other reason not mentioned

Mental Health Treatment Preferences

MHS. If you wanted to get mental health care and could go to any type of
provider free of charge, would you choose to go to: (programmer: allow for
selection of only one choice)

1. a military health facility

2. a VA facility

3. a private, civilian provider
4. none of these

99. refused
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MH®G. If you wanted to get mental health care and could afford any of the
following types of treatment, which one of the following treatments would you
choose (programmer: allow for selection of only one option)?
1. Medication prescribed by a health care provider
2. Some type of counseling or talk therapy provided by a mental health
specialist such as a psychiatrist, psychologist, counselor, or social worker
3. Neither
99. REF

FAMILY RELATIONSHIPS AND SOCIAL SUPPORT
Marriage/Significant Other

MF1. Are you...
1. Married and living together
2. Married and living separately by choice
3. Married and living separately due to separate military assignments
4. Living together as married
5. Dating exclusively
6. No current exclusive relationship [skip to MF3]
99. REF SKIP TO MF3

[If this is not the respondent’s first survey administration and the respondent’s
relationship status in the previous administration was one of the response
options 1-5 for MF1 (i.e., involved in some sort of significant romantic
relationship), clarify whether the person with whom they’re involved is the
same person or not: “Is the person with/to whom you are (insert relationship
status, e.g., married and living together) now the same person with/to whom
you were (insert relationship status at previous survey administration, e.g.,
married and living together) in (insert month and year of previous survey
administration?” Response options are yes = 1, no = 2, DK = 98, REF = 99. If
it is the same person, skip MF2 and go to MF3.]

MF2. How long have you been with this person? (Programmer: Show the
following list of options:

1. less than one year (if respondent selects this option, take him/her to a new
option to determine how many months [Question: “How many months have you
been with this person?”]; show drop-down menu featuring options ranging from
less than a month up to 11 months at 1-month increments)

2.1 year

3. 2 years

4. 3 years

...continue to show 1-year increments up to 40 years
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99. Refused

MF3.

a. How many children do you have by birth or adoption who depend on you for
more than half of their financial support? (Response range: 0-20, 99 REF)

b. Please indicate the age of each child in years and whether he/she lives with
you.

[Programmer: Please program age so that respondent selects it from a drop-
down menu with the following response options:]

1. Less than 1 year old

2.1 yearold

3. 2 years old

4. 3 years old

24. 23 years old
25. older than 23
99. REF
Age (years or months) Lives with you (yes or no)
Child 1:
Child 2:
Child 3:

MF4. Who is living with you? From the list below, select each option that
describes your relationship to each person who lives with you. [PROGRAMMER:
Show checklist with a box next to each category of relationship so that
respondent can select the box if that person lives with them or leave it unselected
if not. If respondent has already said in MF1 that he/she is living with his/her
spouse (MF1 = 1) or partner (MF1 = 4) or that he/she has dependents living with
him/her in MF3, please program this question to include the word “else” in

between “who” and “is”, i.e., “Who else is living with you?” if we already know that
someone lives with the respondent.]

1. My spouse or domestic partner [If MF1 =1, 2, 3, 4, 5, or 6, skip this
response option.]

2. My child(ren) [If respondent reported that at least one dependent lives with
him/her in MF3, skip this response option.]

3. My parent(s)

4. My brother(s) and/or sister(s)

5. Other relatives

6. Others not related to me

7. Live by myself. [Programmer: If respondent has selected any of the boxes for
response options 1-6, do not allow respondent to check this box. Program it so

115



that if the respondent selects this box, a prompt will appear that says something
like, “You have already told us that you live with (fill blank with category of
person selected); do you live with your (fill blank with category of person
selected) OR do you live by yourself?]

MF5.1 Who most often helps you deal with problems that come up? From the
following list, please select the option that best describes this person’s
relationship to you.

1. My spouse or domestic partner [If MF1 equals 5 (dating exclusively) or 6 (no
current exclusive relationship), skip this option.]
2. Boyfriend or girlfriend
3. My child(ren)
4. My parent(s)
5. My brother(s) and/or sister(s)
6. Other relative
7. A friend
8. Not applicable
99. REF

[MF5.2 If this is not the respondent’s first survey administration, and baseline
MF5=follow up MF5, ask: Is this (insert name of primary supporter nominated in
most recent survey administration), the same person that you mentioned the
last time you completed this survey? (Response options: 1 = yes, 2 = no, 98 =
DK, 99 = REF.)

MF6. Taking things altogether, how satisfied are you with (insert “your marriage”
if the person is married OR “the relationship you have with the person who most
often helps you deal with problems” if person is not married)? [Please program
this question so that respondents who are not married (i.e., MF1 is not equal to 1,
2, or 3) and who select not applicable or refuse to answer MF5.1, i.e., no primary
supporter, are skipped out of it. If this is not the respondent’s first survey
administration and the respondent indicated a different primary supporter in MF5
than the primary supporter they indicated in the previous survey administration,
ask about “the relationship you have with the person who currently most often
helps you deal with problems.”]

[Response options include:]

Very satisfied........................ 1
Somewhat satisfied.................. 2
Neutral..........coooiiiiiiiiin, 3
Somewhat dissatisfied.............. 4
Very dissatisfied..................... 5
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Social Support

Now you are going to be asked some questions about support that you may or
may not be able to get from different people in your life. For each of the following
statements, select the choice that indicates how you feel.

Response options:
1. Strongly disagree
2. Disagree

3. Agree

4. Strongly agree
99. REF

1. There are people | can depend on to help me if | really need it.

2. | feel that | do not have close personal relationships with other people.

3. If something went wrong, no one would come to my assistance.

4. | have close relationships that provide me with a sense of emotional security
and well-being.

5. | feel a strong emotional bond with at least one other person.

6. There is no one | can depend on for aid if | really need it.

7. There is no one with whom | have intimacy.

8. There are people | can count on in an emergency.
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WORK AND CAREER

WC1. What is your current work status? Are you...
1. Working full-time, (go to WC2)
2. Working part-time, (go to WC2)

(If respondent endorses any of the options below, skip
Presenteeism/Absenteeism section.)

3. Unemployed and looking for work,

4. Unemployed and not looking for work,

5. Disabled and not working,

6. Full-time student,

7. Part-time student

8. Homemaker

9. Retired

Presenteeism/Absenteeism
[If working full (WC1 = 1) or part time (WC1 = 2)]
WC2. About how many hours altogether did you work in the past 7 days? (If
more than 97, enter 97.)
| Number of hours (00-97)
WC3. How many hours does your employer expect you to work in a typical 7-day
week? (If it varies, estimate the average. If more than 97, enter 97.)
| Number of hours (00-97)

WC4. Now please think of your work experiences over the past 4 weeks (28
days). You are going to be asked some questions about the number of days you

spent in different work situations.

In the past 4 weeks (28 days), how many days did you...[Programmer: Don’t
allow the respondent to enter more than 28 days for WC4a-e—program a
message that asks for a number in between 0 and 28 if the respondent tries to

enter a number greater than 28.]
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Number of
days
(00-28)

WC4a. ...miss an entire work day because of problems with your
physical or mental health? (Please include only days missed for
your own health, not someone else’s health.)

WC4b. ...miss an entire work day for any other reason (including

vacation)?

WC4c. ...miss part of a work day because of problems with your
physical or mental health? (Please include only days missed for
your own health, not someone else’s health.)

WC4d. ...miss part of a work day for any other reason (including

vacation)?

WC4e. ...come in early, go home late, or work on your day off?

WCS5. On a scale from 0 to 10 where 0 is the worst job performance anyone
could have at your job and 10 is the performance of a top worker, how would you
rate the usual performance of most workers in a job similar to yours?

Worst Top
Performance Performance
0o 1 2 3 4 5 6 7 8 9 10
0o O 0O 0O 0O O o O oo O

WC6. Using the same 0-to-10 scale, how would you rate your usual job
performance over the past year or two?

Worst Top
Performance Performance
0o 1 2 3 4 5 6 7 8 9 10
0o O 0O 0O 0O O o O oo O

WC7. Using the same 0-to-10 scale, how would you rate your overall job

performance on the days you worked during the past 4 weeks (28 days)?
Worst Top

Performance Performance

0o 1 2 3 4 5 6 7 8 9 10

0o O 0O 0O 0O O o O oo O
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Employability

For some people work is just a way to get money, it's something they have to put
up with. For others, work is the center of their life, something that really
matters to them. The following items ask about your reactions to work in
general, not simply your present paid job or paid jobs you have had in the
past.

Please indicate how strongly you agree or disagree with each of the following
statements.

Response options: [Programmer: For items WC8-WC13, please show a scale
ranging from 1 to 5 with “disagree a lot” over the 1 and “agree a lot” over the
5]

1. Disagree a lot

2.

3.

4.

5. Agree a lot
99. Refused

WCS8. Even if | won a great deal of money in the lottery | would continue to work
somewhere. On a scale of 1 through 5, where 1=disagree a lot and 5= agree
a lot, how much do you agree or disagree?

WCS9. Having a job is very important to me. On a scale of 1 through 5, where
1=disagree a lot and 5= agree a lot, how much do you agree or disagree?

WC10. | would hate to be getting employment handouts. On a scale of 1 through
5, where 1=disagree a lot and 5= agree a lot, how much do you agree or
disagree?

WC11. | would soon get very bored if | had no work to do. On a scale of 1
through 5, where 1=disagree a lot and 5= agree a lot, how much do you
agree or disagree?

WC12. The most important things that happen to me involve work. On a scale of
1 through 5, where 1=disagree a lot and 5= agree a lot, how much do you
agree or disagree?

WC13. If the unemployment benefit was really high | would still prefer to work.

On a scale of 1 through 5, where 1=disagree a lot and 5= agree a lot, how
much do you agree or disagree?
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Job Satisfaction

[If response to WC1 is employed full-time (WC1 = 1) or part-time (WC1 = 2),
ask]:

WC14. How satisfied are you with your job in general?

Are you:
1 = very dissatisfied
2 = dissatisfied
3 = can’t decide if | am satisfied or not

4 = satisfied
5 = very satisfied
99 = REF

Barriers to Employment

If respondent answered “Unemployed and looking for work™ or “Disabled and not
working” to question WC1, ask:

WC15. Which of the following make it difficult for you to obtain employment?
Please select yes or no for each.

Response options include:
1. Yes

2. No

99. REF

Choose ALL that apply.

. Not qualified-lack education

. Not qualified-lack work history

. Not enough pay

. Do not know about available jobs

. Family prefers | stay at home

. Would lose financial benefits (e.g. disability benefits)

. Would lose medical benefits

. Pursuing an education

. Do not have good transportation

10. Not physically capable

11. Cannot pass background checks due to criminal history

12. No one will hire me because of my injury or disability

13. | do not have the tools or knowledge to translate my military skills to the
civilian workforce

14. | feel uncomfortable or get anxious when thinking about working in the civilian
workplace

OCoO~NOOOAPRL,WN =
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15. | lack confidence in myself and my abilities
16. Due to my long and/or multiple deployments, | feel behind compared to my
peer civilian counterparts

Vocational Rehabilitation Services

Now | would like to ask you some questions about vocational rehabilitation
services you might have received since returning from your most recent
deployment. Vocational rehabilitation services are designed to help you
return to work after an injury. These services include occupational therapy,
physical therapy, personal adjustment training, training in self-care,
training in vocational, college, or job seeking skills, employment
assistance.

WC16. Have you received any vocational rehabilitation services from ... [If this is
not the respondent’s first survey administration, begin the sentence with
“since (insert month and year of most recent survey administration)” have
you received....]

Does

Not
Yes No Apply RF
a. A military program? ..........cccccvvnnee 1 2 3 99
b. A Veterans Affairs (VA) program? .. 1 2 3 99
c. Another program?...........ccccccuvvvnnen. 1 2 3 99

122



ECONOMIC SITUATION
Income and Disability Compensation

ID1. What is your household’s total annual income from all sources before taxes
in 20107 Include money from jobs, social security, retirement income,
disability payments, unemployment payments, public assistance, investments
and so forth. [For survey administrations that take place one year or more
after January 1, 2011, update year as needed to reflect the most recent year
for which annual income is known.]

1. Less than $10,000

2. 10,000 to less than $20,000

3. 20,000 to less than $30,000

4. 30,000 to less than $40,000
5. 40,000 to less than $50,000

6. 50,000 to less than $75,000

7. 75,000 to less than $100,000
8. $100,000 or more

98. dk

99. refused

ID2. Including yourself, how many people in your household are supported by
your total
household income? (1-15+, 99 REF)

Financial Strain

The next few questions are about your finances. Please answer the following
question on a scale of 1 (not at all difficult) to 5 (extremely difficult or impossible)
(DK =98, REF =99).

FS1. How difficult is it for you to live on your total household income right now?
[Response options:]
1 = not at all difficult

2

3

4

5 = extremely difficult or impossible
99. REF

FS2. In the next two months, how much do you think that you or other members
of your household will experience problems such as not having a home, or not
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enough food or medical care? Please answer this question on a scale of 1 (not at
all) to 5 (a great deal).

[Response options:]

1 =not at all

2

3

4

5 = a great deal
99. REF

FS3. In the next two months, how much do you think you will have to reduce your
lifestyle to the bare necessities? Please answer this question on a scale of 1 (not
at all) to 5 (a great deal).

[Response options:]

1 =not at all

2

3

4

5 = a great deal
99. REF

FS4. Who has primary responsibility for managing your finances—for example,
making sure bills are paid on time, deciding how to spend money, etc.?

1. Self

2. Spouse or partner

3. Parent

4. Child(ren)

5. Other relative, such as sibling, aunt, uncle

6. Other

99. REF
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Housing

H1. Have you ever spent the night in any of the following places during your
lifetime because you had no regular place to stay, like your own house,
apartment, or room (including military housing), or in the home of a family
member or friend? [If this is not the respondent’s first survey administration,
delete the word “ever” and begin the sentence with “Since (insert month and year
of most recent survey administration) ...”]

Response options:

1. Yes

2. No (skip to next section)
99. REF (skip to next section)

a) a transitional shelter or program

b) a mission or homeless shelter

c) a church or chapel (but not in a bed)

d) an all-night theater or other indoor public place
e) an abandoned building

f) a car or other vehicle

g) the street or in some other outdoor place

[If respondent answers no (2) to all of the above (a-g), skip the rest of the
Housing section. If respondent answers yes (1) to any of the above (a-g) and this
is the respondent’s first survey administration, ask H2 and H3; otherwise, skip to
H4.]

H2. When was the first time you ever spent the night in any of those places
because you had no regular place to stay? That is, when did your stay the first
time begin? Please provide the month and year of the first time you stayed in any
of those places.

[Programmer: List drop-down menu for month that includes all months of the year
and a drop-down menu for year that includes all years going all the way back to
1940.]

H3. When was the last time you had to spend the night in any one of those
places? That is, when did that last time end? Please provide the month and year
of the last time you stayed in any of those places. [If respondent gives a
response to this question that is inconsistent with the response to H2, i.e., he/she
says the last time took place before the first time, have prompt appear to query
respondent for an internally consistent response: “Are you sure that the last time
you lived in one of those places was April 20107 You said in response to an
earlier question that the first time you lived in one of those places was June
2010. Do you want to change the answers you’ve given?” Program a response
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option for the respondent to indicate yes (to change answers) or no (to proceed
with the rest of the survey). When the respondent selects “yes,” he/she should be
taken back to the original screen and allowed to re-enter responses. If responses
to H2 and H3 indicate that the last time the respondent spent the night in any of
those places occurred less than 6 months ago, ask H4; otherwise, skip to H5.]

[Programmer: List drop-down menu for month that includes all months of the year
and a drop-down menu for year that includes all years going all the way back to
1940. Also include a response option for “still living in one of those places™—e.g.,
OR Are you still living in one of those places?]

H4. How much time altogether have you spent in any of these places during the
last 6 months, since [FILL DATE]? [If this is not the respondent’s first survey
administration, replace the number “6” with the number of months in between this
survey administration and the previous administration and fill the date with the
month and year of the previous administration.]

Response options:

. Less than 1 week

. 1 week

. 2 weeks

. 3 weeks

. 1 month

. 2 months

. 3 months

. 4 months

. 5 months

10. 6 months

99. REF

OCoO~NOOOAPRL,WN =

Current living situation
H5. How long have you lived at your current place of residence?

Response options:

1. Less than 1 year

2.1 year

3. 2 years

4. 3 years

5...4-50 years listed at 1-year increments
99. REF
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H6. The following list contains places where you might have lived during the past
six months, that is, since [FILL DATE]. For each place, please select “yes” if you
have lived there since [FILL DATE] and “no™ if you have not. Include any of the
places you reported earlier and where you're living now. [Please program a skip
pattern such that respondents who said “no” in H1 to ever having lived in the
corresponding place for options o-u of H6 are not asked if they’ve lived in one of
these places in the past 6 months. For example, if a respondent says in H1 that
he/she has never spent the night in a transitional shelter or program, he/she
would be skipped out of option “0” (transitional shelter or program) in H6 (but
would still be read all of the other housing options to which he/she has not
already said no). Please do not display the section headings, e.g., “HOUSING.” If
this is not the respondent’s first survey administration, replace the number “6”
with the number of months in between this survey administration and the
previous administration.]

1. Yes
2. No
99. REF

HOUSING

a) Apartment or home of your own (including rented)
b) A partner's home, apartment or room

c) Family’s home, apartment or room

d) Friend’s home, apartment or room

HOTEL/MOTEL

e) In hotel or motel that you paid for

f) In hotel or motel partner paid for

g) In hotel or motel family or friends paid for
h) In hotel or motel paid for with voucher

SPECIALIZED HOUSING

(Ask i only if respondent is woman.)

i) A special facility or shelter for battered women

j) A boarding house, halfway house, board and care facility group home, or sober
living shelter

TREATMENT OR CORRECTIONAL FACILITY OR HOSPITAL
k) Residential alcohol or drug treatment program or detox

[) Psychiatric hospital or drug treatment inpatient facility

m) Hospital (for medical/physical health reasons)

n) Jail or prison

o) Transitional shelter or program

HOMELESS SETTING
p) Mission or homeless shelter
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q) Church or chapel (but not in a bed)

r) All night theater, other indoor public place

s) Abandoned building

t) Car, or other vehicle

u) Street, or other outdoor vehicle (including homeless encampment)

H6a. Where are you currently living? (Programmer: After respondent goes
through list and has selected yes or no for each, display list of places that the
respondent says they have lived in the past six months and ask, “Which of the
following places is your current residence?”)

[PROGRAMMER: If respondent selects one of the places under the
‘HOTEL/MOTEL” or “HOMELESS SETTING” categories in response to H6, ask
H7; if respondent selected multiple options under either of these categories, ask
H7 for each option selected. If the respondent did not select any options in the
‘HOMELESS SETTING” or “HOTEL/MOTEL” categories in H6, skip to H8]

H7. Did you stay in a [Fill option selected] because you had no regular place to
stay, like your own house, apartment, or room or in the home of a family member
or friend?” (Only count as homeless if respondent answers yes to this item.)

1. Yes
2. No
99. REF

H8. Do you consider yourself to have been homeless at any time during the past
six months? [If this is not the respondent’s first survey administration, replace the
number “6” with the number of months in between this survey administration and
the previous administration.]

1. Yes
2. No
99. REF

(Ask H9 only if respondent endorses any of the above places other than k, |, m,
or n that are indicative of being at-risk for homelessness or homeless)

H9. Please read the following list of possible reasons why people might not live in
an apartment or home that they (and/or their partner) own or rent. Then select
the main reason that you do not currently live in an apartment or home that you
(and/or your partner) own or rent. (Programmer: include phrase “and/or your
partner” only if respondent indicated that they have a partner, i.e., selected
response option 1, 2, 3, 4, or 5 to MF1; allow respondent to select only one
choice).
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1. Saving money for my own place

2. Hiding from creditors

3. Cannot afford it

4. House foreclosed on

5. Enjoy staying with friends/family (programmer: allow for selection of this
option only if respondent indicated in response to a previous question that his/her
current place of residence is a family member or friend’s home, apartment, or
room)

6. Left housing due to relationship difficulties with living companions

7. Hard to find quality housing

99. REF

PHYSICAL HEALTH

Physical Functioning (SF-36)

Physical Health
PH1. In general, would you say your health is:

Excellent............. 1
Very good........... 2
Good.......ccceuun.... 3
Fair....ooccooeeeennnnes 4
Poor......ccoeeeeune.. 5
REF.................. 99

PH2. During the past 4 weeks, have you had any of the following problems with your
work or other regular daily activities as a result of your physical health?

[INSERT GRID — COLUMNS:]

1. Yes

2. No

99. Refused

1. Cut down the amount of time you spent on work or other activities

2. Accomplished less than you would like

3. Were limited in the kind of work or other activities

4. Had difficulty performing the work or other activities (for example, it took extra effort)
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C. Additional Results

Below in tabular form are additional descriptive results from our baseline survey that

supplement the findings from the rest of the document. We begin by presenting the

detailed comparison of our respondents to the population (Table C.1). We follow with

additional health-related information, further details on family demographics and social

situation. We end with additional detail on work and financial situation.

Table C.1. Comparison of Medically Retired and Active-duty Airmen Served by the Air
Force Wounded Warrior Program to Survey Completers (N = 872)

Characteristic

Population (N = 872)

Survey Completers (N = 459)

95% CI 95% CI
N Percentage N Percentage LL UL
Component
Active 618 70.9 320 69.7 65.5 73.9
Air Force Reserve 120 13.8 65 14.2 11.0 17.4
Traditional Reservist 88 73.3 45 69.2 58.0 80.5
Air National Guard 132 15.1 73 15.9 12.6 19.3
Drill (versus other) 109 82.6 61 83.6 75.1 92.1
AFSC
1 162 18.6 89 19.4 15.8 23.0
2 218 25.0 117 25.5 21.5 29.5
3 352 40.4 171 37.3 32.8 417
4 93 10.7 58 12.6 9.6 15.7
Other (5-9) 45 5.2 23 5.0 3.0 7.0
Enlisted 773 88.7 393 85.6 82.4 88.8
Number of deployments
0 88 10.1 47 10.2 7.5 13.0
1 335 38.4 169 36.8 324 41.2
2 232 26.6 119 25.9 21.9 29.9
3 121 13.9 69 15.0 11.8 18.3
4 or more 96 11.0 55 12.0 9.0 15.0
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Table C.1—Continued

Population (N = 872) Survey Completers (N = 459)
Characteristic 95% ClI 95% ClI
N Percentage N Percentage LL UL

Operation supported by most recent deployment

Operation Enduring Freedom 274 31.4 142 30.9 26.7 35.2
Operation Iraqi Freedom 492 56.4 259 56.4 51.9 61.0
Other 102 11.7 57 12.4 94 15.4

Retired 567 65.0 284 61.9 57.4 66.3

Male 744 85.3 394 85.8 82.7 89.0

Race/ethnicity
White 669 76.7 357 77.78 74.0 81.6
Hispanic 83 9.5 48 10.46 7.7 13.3
Black 70 8.0 31 6.75 45 9.1
Other 29 3.3 11 240 1.0 3.8

College degree or higher 144 16.5 96 20.92 17.2 24.6

95% CI 95% CI
M SD M SD LL UL

Length of most recent 4.48 2.78 4.63 2.82 4.37 4.89
deployment (months)

Years since return from most 4.18 2.07 4.19 2.07 3.99 4.39
recent deployment

Total active years in the military 11.03 6.32 12.38 6.63 11.65 13.11
(active duty only)

Years since most recent Air 1.84 2.19 1.79 2.23 1.58 1.99
Force separation

Age 34.87 8.77 36.38 9.08 35.54 37.21

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. For “Traditional Reservist,” the denominator for the
percentage listed is the number of Air Force Reservists. For “Drill (versus other),” the denominator for the percentage
listed is the number of airmen in the Air National Guard. The “other” category for “operation supported by most recent
deployment” includes airmen who never deployed.
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As illustrated above, differences between our respondents and the overall population
of AFW2 enrollees (excluding separatees) were minimal. In the few cases where they
were statistically significant (college degree or higher, total active years in the military,
and age) they were not substantively meaningful. We next offer further detailed survey
responses to health care-related items.

Health Care

Respondents’ health insurance coverage other than through VA or TRICARE was
assessed (all respondents in the sample are eligible for VA and/or TRICARE). As shown
in Table C.2, just over one-quarter of respondents reported that they were currently
covered by health insurance other than VA or TRICARE. Similarly, just over a quarter of
respondents had obtained reduced costs of health insurance for themselves or their family
members since returning from their most recent deployment or deployment-related

activities.
Table C.2. Health Insurance Status (N = 459)
95% ClI 95% ClI
N Percentage LL UL
Currently covered by health insurance other than VA 120 26.1 221 30.2
or TRICARE
Reduced costs of health insurance for airman or 116 253 21.3 29.3

his/her family members received since return from
most recent deployment or deployment-related
activities

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.

More than three-quarters of respondents reported having received prescription
medication or talk therapy during the past year, indicating that these types of treatment
were utilized by nearly equal proportions of respondents. Just over a third of respondents
reported having received a form of mental health treatment other than prescription
medication or talk therapy. (See Table C.3.)

Slightly more than two-thirds of respondents reported having received both
prescription medication and talk therapy during the past year. Less than 10 percent of the
sample reported having received only medication or only talk therapy during the past
year. Thus, receipt of medication and talk therapy at some point during the past year was
fairly typical for this sample.

133



Table C.3. Specific Details on Mental Health Services (N = 459)

95% ClI 95% ClI

N Percentage LL UL
Mental health services were desired but not obtained 199 43.4 38.8 47.9
Any mental health services received 397 86.5 83.4 89.6
Medication prescribed for mental health problems 360 78.4 74.7 82.2
Received therapy for mental health problems 358 78.0 74.2 81.8
Some other treatment received 174 37.9 33.5 42.4
Co-occurrence of receiving medication and therapy for mental health problems
Neither medication nor therapy received 65 14.2 11.0 17.4
Only medication received 36 7.8 54 10.3
Only therapy received 34 7.4 5.0 9.8
Both medication and therapy received 324 70.6 66.4 74.8
Mental health services setting
Military treatment facility 221 48.2 43.6 52.7
VHA facility 266 58.0 53.4 62.5
Civilian facility 231 50.3 45.8 54.9

Family and Social Characteristics

We also offer further detail on family and social characteristics. Approximately a
third of respondents did not have any dependents under the age of 23 (see Table C.4).
Nearly half of respondents had one or two dependents, and slightly less than one-fifth had
three or more dependents. Of respondents who had one or more dependents, roughly one-
quarter had dependents between the ages of five and nine or between the ages of 10 and
14. Just over one-fifth of respondents had dependents who were four years old or
younger, and just under one-fifth of respondents had dependents in middle to late
adolescence (i.e., 15 to 19 years old). Slightly more than 10 percent of respondents had
dependents older than 19.

Table C.4. Number and Ages of Dependents

Number of Dependents 95% 95%
(N = 459) N Percentage CILL ClUL
0 156 34.0 29.7 38.3
1 93 20.3 16.6 23.9
2 125 27.2 23.2 31.3
3 or more 80 17.4 14.0 20.9
Age of Dependents

(N =298)

0-4 years old 97 211 17.4 24.9
5-9 years old 122 26.6 22.5 30.6
10-14 years old 117 255 21.5 29.5
15-19 years old 83 18.1 14.6 21.6
20 years old or older 55 12.0 9.0 15.0

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit. Percentages for ages of dependents do
not sum to 100 because of respondents who have more than one child and are therefore counted in more
than one category.
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Nearly two-thirds of respondents indicated that they reside with their spouse or
domestic partner, and just over half reported residing with their children. A minority of
respondents (less than 20 percent) reported living alone. Minorities of respondents (i.e.,
roughly 10 percent or less) reported living with their parents, siblings, other relatives, or
others not related to them. Detailed results on household structure are provided in Table
C.s.

Table C.5. Household Structure (N = 459)

Household Member(s) N Percentage 95% CI LL 95% CI UL
Spouse or domestic partner 302 65.8 61.5 70.1
Children 260 56.6 52.1 61.2
Lives alone 71 15.5 12.2 18.8
Parent(s)/Parent(s)-in-law 42 9.2 6.5 11.8
Brother(s)/brother(s)-in-law 19 41 2.3 6.0
and/or sister(s)/sister(s)-in-law
Other relatives 16 3.5 1.8 5.2
Others not related to respondent 50 10.9 8.0 13.7

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.

Respondents also reported the levels of social support that they perceive to be
available to them from different people in their lives. Two dimensions of social support
were assessed with subscales of the Social Provisions Scale (SPS; Cutrona and Russell,
1987): (1) Reliable Alliance, which refers to the availability of instrumental support (e.g.,
people to depend on in an emergency), and (2) Attachment, which refers to the
availability of emotional support from and intimacy with other people. On average,
respondents scored closer to the high end of both the Reliable Alliance and Attachment
subscales than the low end, suggesting that respondents tended to perceive that both
instrumental and emotional support were generally available to them. (See Table C.6.)

Table C.6. Perceived Social Support Available to Airman from Different People
in His/Her Life (N = 459)

Social Support Dimension M SD 95% CI LL 95% CI UL
Reliable alliance 12.47 2.68 12.22 12.71
Attachment 11.02 2.98 10.74 11.30

NOTES: M = mean; SD = standard deviation; Cl = confidence interval; LL = lower limit; UL = upper limit.
Possible scores on the Reliable Alliance and Attachment subscales range from 4 to 16. Higher scores on the
Reliable Alliance subscale indicate that the airman perceives greater availability of instrumental support
(e.g., help in an emergency) from people in his or her life. Higher scores on the Attachment subscale
indicate that the airman perceives greater availability of emotional support from and intimacy with people in
his or her life.
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Work and Finances

Work involvement is based on a measure developed by Warr et al. (1979) to gauge
how central work is perceived to be and may be used as a predictor of job seeking
behaviors among the unemployed. These questions were asked of all airmen, regardless
of employment status. There are six items; a score of 6 means that respondents “disagree
a lot” with all of the statements describing various ways work may be viewed as
important, while a score of 30 means that respondents consistently “agree a lot” with
statements indicating that work is very central to their lives. On average, airmen agree
that work is more important and central than not in their lives, as shown in Table C.7.
The difference in the average rating of work involvement between those classified as
employed at least part time and whose who were not employed was not significant, t(447)
=0.671, p = 0.50, indicating that among these airmen work involvement was not related
to their employment status.

Table C.7. Work Involvement (N = 459)

M SD 95% CILL 95% CI UL

Work involvement 21.27 6.48 20.67 21.87

NOTES: M = mean; SD = standard deviation; Cl = confidence interval; LL = lower limit; UL = upper limit.
Possible and observed scores on the Work Involvement scale ranged from 6 to 30, with higher scores
indicating more positive attitudes toward work.

Although only 8.5 percent of airmen indicated that they were currently pursuing
studies, 34 percent, or just over one-third of respondents, indicated that they had received
some form of financial aid for education since their deployment or deployment-related
activities (see Table C.8). When asked whether they perceived financial aid to be helpful,
regardless of whether they had themselves taken advantage of these benefits, the response
was quite positive with approximately 84 percent indicating that they perceived it as
helpful. With regard to job training, the response was only somewhat less positive, with
about 74 percent indicating they felt these types of benefits to be helpful.

Table C.8. Financial Aid for Education and Job Training (N = 459)

95% 95% CI
N Percentage CILL UL
Financial aid for education received since 156 34.0 29.7 38.3
deployment or deployment-related activities
Perceived helpfulness of financial aid for education 385 83.9 80.5 87.2

(regardless of whether financial aid for education
has been received)

Perceived helpfulness of job training (regardless of 338 73.6 69.6 7.7
whether job training has been received)

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.
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Airmen were asked if they had received vocational rehabilitation services since their
return. Specifically, they were asked if they had received such services via a military
program, via a VA program, or via some other program. Approximately 32 percent, or
one-third, had received some form of such services, with the largest number indicating
this was through the VA (19.61 percent). Of those who had received some vocational
rehabilitation services, the majority (71.72 percent) had received them from only one
source, while the remainder indicated services from multiple sources. (See Table C.9.)

Table C.9. Vocational Rehabilitation Services Utilization (N = 459)

95% 95%
N Percentage CILL CluL
Vocational rehabilitation services received 145 31.6 27.3 35.8
Setting in which services were received
Military program 74 16.1 12.8 19.5
Veterans Affairs program 90 19.6 16.0 23.2
Another program 24 5.2 3.2 7.3

NOTES: CI = confidence interval; LL = lower limit; UL = upper limit.
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